
WEIGHTED SCORES - Original Weights 

State Oty Population CON Need 10% unmet 23% Comp 22% Medicaid S% Comm 12% Staff Patio 8% Staff Cost' 8% Waiver 2% Ifip,h Ed 5% Building,' 5% SCORE ..1 294.000 N 88 0.8 10011 20.0 0 22.0 5813 3.1 650 63 6 3.2 130 7.5 0.7 N 0 8 5.0 16.8 4.4 0.1 67.5 
21 2'F  

..a ..... ..  
.^ . .,, ,,,,, 
,-Azc 5.-  • . 

1.10.1,600 Y 257 4.9 725: 13.1 5 15.5 420 0.3 675 7.4 S 2.0 117 4.9 OA t4 0 7 4.4 17.6 3.7 03 62.3 
76.1000 3 169 2.8 72% 11.3 5 15.5 468 1.1 703 83 9 5.0 108 5.5 0.3 14 0 6 3.8 16.2 5.0 0.0 I 61.2 

Y 164 2.6 59% 7.2 3 18.1 550 2.5 653 63 9 8.0 112 4.9 0.4 Y 2 5.0 17.6 3 7 0_3 60.5 
r Y 151 2.3 60% 75 3 18.3 sao 3.3 775 11.1 9 3.0 125 ?I 0.6 N 0 5 5.0 20.2 1 2 1 03 59.6 

425,030 N 91 0.S 71% 10.9 3 18.1 5138 3.1 650 65 6 3.2 89 8.0 0.0 13 0 5 3.1 16.8 4.4 0.1  59.2 .-t-',- r. 2,231.o.Do 
.. 

4,...,  
• ,.......,.., 

.."5:1".1:. 

Y 433. 9.2 65% 9.1 I 9 164 4.55 1.1 700 83 9 3.0 135 1.9 0.8 A: 0 9 5.0 1 17.0 4.2 0.2 57.2 
1,716,000 :1 372 73 729: 113 6 14.7 sn 3.1 650 65 6 3.2 135 1.9 02 N 0 8 5.0 17.4 3.9 02 56.8 

256,603 3 1E0 3.0 659: 10.2 7 12.5 550 2.5 650 6 .5 9 5.0 107 53 0.3 8 2 3 3.9 17.4 3.9 0.2 56.5 
250,030 74 59 0.0 751: 13.4 3 38.1 563 3.1 650 6S 6 3.2 126 7.1 01 13 0 0 0.0 16.6 4 4 1 0.:, 55.9 

3.445.003 14 752 10.0 73% 11.6 17 0.0 700 5.0 603 12.0 9 8.0 149 0.0 1.0 V 2 6 5.0 21.4 0.1 I 1.0 53.7 
611.000 1 77 0.5 42% 1.9 3 15.1 452 1.1 700 83 9 8.0 133 4.9 0.4 11 0 8 5.0 163 4.7 0.1 52.4 
863,000 3 161 3.0 7511 12.2 3 16.1 550 2.5 725 9.2 4 D.0 124 3.3 0.G 6 3.8 213 0.2 1.0 52.4 

1,669,000 N 155 2.4 51% I 4.7 4 16.6 568 3.1 650 6.5 6 3.2 104 6.0 0.3 N 0 8 5.0 16.7 4.5 0.1 52.2 
TN Tri-Cities 1 85.5.000 Y 117 1 1.5 45% 35 7 12.9 550 2.3 650 65 9 8.0 103 5.9 0.3 3 7 7 4.4 17.0 4.2 0.2 50.7 
ril, 491,060 1 13.6 1.4 79% 13.4 1 20.7 550 2.5 625 55 5 1.6 119 4.1 05 t3 0 0 0.0 215 0.0 1.0 49.4 
111i-4 342.000 .....: -..,, N 57 ao ss% 59 4 16.8 5SS 3.1 650 65 6 3.2 113 4.8 0 4 N 0 7 4.4 162 4.4 al 49.2 
‘: ,- '.' ''''' 

. r.: 

; 

659,000 Y 130 1.8 60% 7.1; 5 15.5 550 ZS 675 7.4 9 8.0 138 15 0.6 81 0 7 I 4.4 21.4 0.1 1.0 48.6 
838,000 Y 129 18 51% 4.7 8 11.6 550 2_5 650 65 9 8.0 1 124 3.3 as Y 2 6 1 3.8 173 4.0 0.2 48.1 
639,000 N 1 93 1.0 51% 4.7 4 16.8 5E2 3.1 650 63 6 3.2 105 5.9 0.3 

.757 
74 0 1 10.6 16.8 4.4 0.1 46.2 

713.000 
529.000 

3 
1 

127 1.7 59% 7.2 5 15.5 420 0.3 575 3.7 9 8.0 141 1.1 N 0 6 3.8 17.2 4.1 0.2 45.3 
86 0.2 61Y. 1.6 4 16.6 550 23 725 9.2 6 3.2 109 5.5 0.3 N 0 3 1.9 17.0 4.2 0.2 45.1 

2.706,000 Y 464 10.0 70% 10.611 7.5 550 2.5 625 5.5 4 0.0 130 25 Oa u 0 7 4.4 20.0 1.4 0.7 - 44.8 
1,395,000 3 152 23 46% 0.0 8 11.6 550 2.5 650 65 9 8.0 174 3.3 0.6 Y 2 7 4.4 17.8 33 

0.1 
0.3 44.1 

746.000 1 122 1.6 54% 
39% 

5.6 
0.9 

5 
4 

153 
16.6 

550 23 775 11.2 4 0.0 138 1.7 0.8 7 8 5.0 21.4 1.0 43.2 
.I.;.• 

1...:,..;11,;:.:::- ' ' ' •   
556.000 1 66 0.2 550 2.5 675 7.4 6 3.2 118 4.1 03 N 0 6 32 17.2 4.1 0.2 43.0 

' 1,349,000 Y 277 5.4 681: 10.0 14  3.9 550 2.5 575 3.7 4 0.0 111 5.1 0.4 Al 0 5 3.3. 17.4 3.9 0.2 37.5 

Assumptions A Notes 
Average medicaid Pmt is 550 
Average Commercial Pent Is 650 
Population significance is realized in other metrics 
Ohio ratio Includes techs 
Stall salaries are the sum of RN, ICSW, and CNA 
Florida One rep sa1d none, Ow: said 1:10 
GA Wit:: Athe.,. is 62 Ado!estent is 4.5:1. Grro is 4:1 
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WEIGHTED SCORES -Chris'  Weights 

Sblf I (65 Po.u12lieo CO 16. Comp 30.0% 7.2. C 9.3% 57553x33. 7511. Slall[ml ]. L:: PJaivn 0.0% 13 04055  

294000 N 89 0.6 30022 16.6 0 30.0 SSS 10.4 650 <5 6 3,0 530 1.2 N 0 

0320:01 Y 5 1.9 611% 62 3 24.7 5.805 ILI 775 9 7.5 13 03 04 0 0 30 Z93 13 65.6 

018000 N 91 0.7 00% 31 3 2.1.7 563 10.1 650 IS 50 65 3.0 N 0 5 2,4 162 4.4 61,0 

60)7 Y 164 2.2 59% 6.0 3 24.7 550 83 650 45 73 010 2.3 0 0 9 3.3 17.6 327 479 

Ij n 6.4 
00 

72% 19.4 590 554 6 3.0 135 09 61 0 0 3.8 774 3.9 

CM MEIN. 6  0.0  IIIMMME 6  0  0  0.0  60,6 

MN MN EMMEN L.2 MEIIIMEEZINIIIIIIMEN 100  5  16.1 5,0 60.1 

]pCC,003 50% 102 5. 213 430 1.1 575 5.1 9 7.5 112 2.3 7 3.3 17.6 3.0 59,2  
34 095200 155 20 51% 3.9 6029 5E8 10.4 6.50 3 6 30 102 2.5 

00  MEEIMEEIMMINIMII 6577  Ell 107 2.7 a 1,4 17.4 3.5 569 

10.1 23 7521 10.1 3 21.7 500 93 6.8 0.0 124 1.6 7 0 
00 110 1.3 7311 775 1 66.2 553 8.3 

675 
25 3.3 1.5 11.0 7.0 1/ 0 0 0 21 ON 

57 03 5531 4.9 5 71.9 5313 103 50 44 3.0 115 2.3 :6 0 7 73 162 42 539 

25150.030 7  7.7  SS% IFEWIMMEMIMMI .. (19 1. 0 8 _ 8) fZ 

53.3D33 9  99  0.4  NEEIMENINEMWEEM se 72 23 

11111SICIIMME119101311•191 WIEWifiliglirellill UN 711 lanirlin  9. 73 7450.0  
6000051 v 377  13 67% 6.1 5 117 530 113 95 5.1 07 11 0 7 3.3 21.4 0.1 51.9 

TN 121Citles 

.. 
0.62 0.E49s 3.9 4330 458 110.4 550 S G 3.0 L 2-8  32  0  1  I 04  70% 7% 532 

®0® 520  550 4.5 3 MITSWIM 0  7  0.5  1111ZIMEENIEEI 

MI 
5 6.110 

IIMINIMMEMED31 
WEICIENEll 

Winn 

73  4  
3 

22.3  
15.9 

550  
500 sa 600 

6.4 
.10 

6 
9 

30 
NM 

G8 

Innarlintli 

1.6 
INEMEEMENIMENEMNIMMICEICI 

5  

MUNIIIEMEXI 

74  77.7  01 NM 
49.0 

77.5 550 03 675 5.7 6 
1.3 54% 4.7 5 82 775 7.7 033 03 a 32 713 0.1 746000®120 

73.007 
1350110 

127 
151 

13 5922 6.0 5 11.0 420 52. 070 E.G >5 741 05 N 0 6 2.9 27.2 4.1 47.9 

1.9 31% 0.0 6 15.9 510 6.3 650 4.5 9 75 4 6.6 Y 0 17.5 35 545 
454 33 7000 23 11 106 301 8.3 655 52 4 On 150 13 0 20.0 ]4 450 
773 43 65.5. 63 14 S3 550 24 575 3.5 4 0.0 101 03 1 1 0 9  

issumptions 8237 el 

Aveia2/2213dai: Pm: k 500 
Ave 3.242 Comm 31045F on i5650 
porAilion (430134410 ea 2672264 in oilier .r2616t2 
0510 ratio Inciudes teal, 
51.71737153403.0 the sum 3107500W, 530 CNA 
3132.445754.000 rep satd none, tither sa24 110 
04,0514:f1,545 Adt5t51.411175 4.511. 4%06 411 
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MARKET DEMAND 

State City Population 

69% 34.3 66,000 Y 

81 

59 

41% 5,2 5,9 529,000 Y 66 0.7 

30.2 60.9 

43.7 60.1 

50.7 40.6 

78% 

68% 
75% 

6.4 
18.0 

0.1 
491,000 1' 116 4.8 79% 44.7 49.6 

784,000 Y 169 9.2 72% 37.5 46.6 

250,000 0.2 9% 44.7 44.9 

428,000 N 91 2.8 71% 36,4 39.2 

659,000 
713,000 
746,000 

1,009,000 
838,000 

342,000 
639,000 
868,000 
611,000 

95,000 Y 152 7.8 36% 0.0 7.8 

556,000 '1 66 0,7 39% 3.1 3.9 

3,448 000 

294.000 
2.206,000 

716,000 
2,231,000 

04.000 

1,349,000 
808.000 

8.8  
7.7 
6.0 
5.7 
5.3 

8.0 

5.9 
0.0 

59% 
60% 

60% 
59% 

54% 
51% 
51% 

55% 

32.7 
32.7 
30.9 

29.7 
24.0 
28.6 
21.5 

19.8 

15.6 
15.6 

19.8 

Redacted - Highly P-3145 
Confidential 

SBH-KINGSPORT 001549 SBH-KINGSPORT 001549



COMPETITION 

State City Population CON Comp 100.0% SCORE 

294,000 0 100.0 100.0 
491,000 94,1 94.1 
83Z 000 3 82.4 82.4 
926,000 3 82.4 82.4 
428,000 N 3 82.4 82,4 

250,000 N 3 82.1 82A 

808,000 V 3 82.4 82.4 

611,000 3 82.4 82.4 

1,009,000 N 4 76.5 76.5 

342,000 N 4 76.5 76.5 S
. 

 
639,000 N 4 763 763 

529,000 Y 4 76.5 76.5 

_"'9 556,000 Y 4 76.5 76.5 

i7 t 784,000 Y 6 70.6 70.6 

1,104,000 Y 5 70.6 70.6 

659,000 5 70.6 70.6 

746,000 Y 5 70.6 70.6 

713,000 Y 5 70.6 70.6 

1,716,000 N 6 64.7 64.7 

866,000 Y 7 58.8 58.8 

TN Tri-Cities 868,000 Y 7 58.8 58.8 

838,000 V 8 52.9 52.9 

1,395,000fl 8 52.9 52.9 

2,231,000 Y 9 47.1 47.1 

2,206,000fl 11 35.3 35.3 

1,349,000 Y 14 17.6 17.6 

3,448,000 17 0.0 

Redacted - Highly P- 3 14 6 

Confidencia 

SBH-KINGSPORT 001550 SBH-KINGSPORT 001550



V 

V 

V 808,000 

N 3,448,000 

746,000 

491,000 

V 

V 

State City Population CON 

784,000 V 

N 

V 

611,000 

1,009,000 

294,000 

428,000 

250,000 

342,000 

639,000 

2,231,000 

V TN 868,000 Tri-Cities 

131.1 

79.2 17.3 79.2 

17.4 

17.4 

21.3 3.8 

1.9 21.4 1.9 

21.4 

21.4 

21.5 

1.9 

0.0 (0.0) 

17.4 

17.6 

17.6 

17.8 

20.0 

20.2 

77.4 

73,6 

28.3 

24.5 

77.4 

73.6 

73.6 

3.8 

16.7 

16.8 

90.6 

88.7 

88.7 

88.7 

88.7 

16.8 

16.8 

16.8 

17,0 

17.0 

17,2 81.1 81.1 

SCORE 

100.0 

17.0 89.9 84.9 

2,206,000 

V 832,000 

713,000 

838,000 

1,716,000 

866,000 

1,349,000 

659,000 

N 

BUILDING 

Redacted - Highly P-3147 

Confidential 

SBH-KINGSPORT 001551 SBH-KINGSPORT 001551



STAFFING 

State City Population CON Staff Ratio 50.0% Sta ft Coat 25.0% HI Rh Ed 25.0% SCORE 
NiFifliali;ei2.7 :frI; 926,000 Y 9 50,0 112 15.48 25.0 90.4 

rd.Eitres 868,000 V 9 50.0 105 18.3 7 21.9 90.2 
611,000 9 50.0 113 15.0 8 25.0 90.0 

1,104,000 Y 5 50.0 112 15.4 7 21.9 87.3 
784,0000 9 5D.0 109 6 18.8 85.6 

9 50.0 9 6 8 25.0 84.6 

1,395,000 9 

832,000
4  50,0 124 0 7 21.9 82.3 

2,231,000 9 50.0 135 5.8 8 25.0 80 8 

838,000 9 50.0 124 10A 6 18.8 79.2 

866,000 9 50.0 107 17.5 3 9.4 26.9 

659,000 9 50.0 138 4.6 7 21.9 6 5 

3,448000 9 590 249 0.0 8 25.0 75.0 

713,000 7 9 50.0 141 3.3 6 18.8 72.1 

6 20.0 10418.8 25.0 63.8 1,009,000E 
428,000 6 20.0 89 25.0 5 15.6 60.6 

342,000 6 20.0 1 0 2 25.0 52.9 

294,090 6 20.0 9 8 25.0 52.9 

556,000 6 20.0 118 12.9 6 18.8 51.7 

1,716,009 6 20.0 135 5.8 8 25.0 50.8 

529,000 6 20.0 108 17.1 3 9.4 46.5 

250,000 9 20.0 96 22.1 0 0.0 

639,000 6 20.0 105 18:3 3.1 41.5 

1,349,000 0,0 111 1 815.6  s 

745,090 4 0,0 5 8 25.0 a 

2,206,000 4 0.0 7.9 29.8 

808,900 4 0.0 124 10.4 6 18.8 29.2 

491,0000 5 10.0 118 12.9 0 0.0 22.9 

Redacted - Highly P-3148 
Confidential 

SBH-KINGSPORT 001552 SBH-KINGSPORT 001552



SCOR 

TN Tri-Cities 

588 

588 
N 588 

66.6 
'14.1 

33.3 

800 
775 
775 

Po .0 la lion 
3,418,000 N 

CON Medicaid 
700 

66.6% Comm 33.3% City 

N 

588 

588 

41.7 

41.7 

650 

650 

17.9 59:7 
59.7 

17.9 59.7 1,716,000 

650 17.9 

250,000 

1,009,000 

556,000 
926,000 

866,000 
868,000 
838,000 

1,395,000 

491,000 
2,206,000 
1,349,000 

784,000 
2,231,000 

511,000 
1,104,000 

713,000 

600 

550 
832,000 
746,000 

588 41.7 

342,000 

639,000 
808,000 

529,000 

659,000 

59.7 
59.7 
59.7 

9.7 
58.9 
58.9 

53.8 
53.8 20.5 

17.9 
17.9 

51.2 
51.2 

33.3 
33.3 
33.3 
33,3 
33,3 
33.3 

33.3 

33.3 
33.3 
15.1 
15,1 
15.1 

675 

650 
650 
650 
650 
650 

525 
525 
575 
700 
700 

700 
675 
575 

51.2 

588 

550 
550 
550 

550 

550 
550 
550 
550 
550 

550 
550 
550 
468 
468 
468 

420 

420 

294,000 

428,000 

51.2 

48.7 

48.7 
43.5 
38 
38 
38.1 

4.7 

17.9 

15.4 
15.4 
10.2 
23.1 
23.1 
23.1 

20.5 
10.2 

REIMBURSEMENT 

Redacted - Highly P-3 14 9 

Confidential 

SBH-KINGSPORT 001553 SBH-KINGSPORT 001553
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New Scores That Jim Thinks Will Be Different But Are Actually The Same 

State City Population CON Mkt Demand 25.0% Competition 30.0% Reimbursement 25.0% Staffing 15.0% Building 5.0% SCORE 

294,000 N 69.1 17.3 100.0 30.0 59.7 14.9 52.9 7.9 88.7 4.4 74.6 

832,000 Y 52.5 13.1 82.4 24.7 75.1 18.8 84.6 12.7 24.5 1.2 70.5 

428,000 N 39.2 9.8 82.4 24.7 59.7 14.9 60.6 9.1 88.7 4.4 63.0 

926,000 Y 32.7 8.2 82.4 243 51.2 12.8 90.4 13.6 73.6 3.7 62.9 

1,716,000 N 63.2 15.8 64.7 19.4 59.7 14.9 50.8 7.6 77.4 3.9 61.6 

250,000 N 44.9 11.2 82.4 24.7 59.7 14.9 42.1 5.3 88.7 4.4 . 61.6 

784,000 7 46.6 11.7 70.6 21.2 38.1 9.5 85.8 12.9 100 5.0 60.2 

3,448,000 N 95.4 23.9 0.0 0.0 99.9 25.0 75 11.3 1.9 0.1 60.2 

1,104,000 Y 60.1 15.0 70.6 21.2 24.9 6.2 87.3 13.1 73.6 3.7 59.2 

1,009,000 N 23.6 5.9 76.5 23.0 59.7 14.9 63.8 9.6 88.7 4.4 57.8 

866,000 7 44.4 11.1 58.8 17.6 51.2 12.8 76.9 11.5 77.4 3.9 56.9 

808,000 V 50.7 12.7 82.4 24.7 58.9 14.7 29.2 4.4 3.8 0.2 56.7 

491,000 Y 49.6 12.4 94.0 28.2 48.7 12.2 22.9 3.4 0 0.0 56.2 

a 2 000 N 19.8 5.0 76.5 23.0 59.7 34.9 56.9 8.5 88.7 4.4 55.8 

2,231,000 Y 60.9 15.2 47.1 14.1 38.7 9.7 80.8 12.1 84.9 4.2 55.4 

611,000 Y 7.9 2.0 82.4 24.7 38.1 9.5 90 13.5 94.3 4.7 54.4 

659,000 1' 30.9 72 70.6 21.2 53.8 13.5 76.5 11.5 1.9 0.1 53.9 

639,000 N 19 4.8 76.5 23.0 59.7 14.9 41.5 6.2 88.7 4.4 53.3 

Tri-Cities 868,000 '6 14.3 3.6 58.8 17.6 51.2 12.8 90.2 13.5 84.9 4.2 51.8 

529,000 Y 5.9 1.5 76.5 23.0 58.9 14.7 46.5 7.0 84.9 4.2 50.4 

838,000 Y 21.5 5.4 52.9 15.9 51.2 12.0 79.2 11.9 79.2 4.0 49.9 

556,000 Y 3.9 1.0 76.5 23.0 53.3 13.5 53.7 7.8 81.1 4.1 49.2 

746,000 Y 24 6.0 70.6 21.2 64.0 16.0 30.4 4.6 1.9 0.1 47.8 

713,000 Y 29.7 7.4 70.6 21.2 14.7 3.7 72.1 10.8 81.1 4.1 47.2 

1,395,000 Y 7.8 2.0 52.9 15.9 51.2 12.8 82.3 12.3 69.8 3.5 46.5 

2,206,000 V 68.7 17.2 35.3 10.6 48.7 12.2 29.8 4.5 28.3 1.4 45.8 

1,349,000 Y 51.3 12.8 17.6 5.3 43.5 10.9 31.5 4.7 77.4 3.9 37.6 
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7061 unmet demand. 

El=171111MMIMIIIIa 
EEO 
1031111 M 
IEEE 

959.000 
534.000 

6,000 

460,090 

50 462,000 

1 400 

5,105,007 744 

3.936,030 465 
Only 10 Zero ems. 

Not mock PM worn, 

`CEO C No POT{ or rem. 20 youth 
050,000 

On 104461. No PROF. 

No beds En 30rn1,440 Gem 

noyouth, erlotrIc. PCP 
oo medsuro. 10 Youth 

Gero. 

No POTF 

El 

111:11ES 

1123 
1,098.000 

0.000 

U 0 
529,000 66 

No Voullr beds. 

EEO 
6].000 

1E1 
60 

600,000 

4.207.000 

4.106.000 
9.000 

104,000 

666,000 

9],000 

220.000 

000 

926.000 
995.000 
610.000 

954.000 
04,000 

000.000 
9,000 

838.000 

000 
04.000 

9]2,000 
9 0 000 

No PIT{. 

45].000 

66.000 

465.000 

942.000 

341,000 35 

51,000 

Bed Need Ranking -All Cities 

Redacted - Highly P-3151 
Confidential 

SBH-KINGSPORT 001555 SBH-KINGSPORT 001555



MO P RIF weirt 60 mi. 

    

nu Guth or Pete in 30:01 

No Genet NO Min 

    

    

    

Acute need based on 30 beds per 100,000 people. 

Peels over 50 ell away are NOT Included In competition enaleset 

MI (save Detroit] consider be wein 30 mt. so need I; adiested op b/1011 

Redacted - Highly P-3152 
Confidential 

SBH-KINGSPORT 001556 SBH-KINGSPORT 001556



6 
2 

857,000 60 23 

4 
55 
56 

59 
59 
60 

64,000 21% No much PRTF comp 
90,000 15 

600,000 
909,000 
554,000 

466 

66 

459 
152 

106 

0 
324 

5 
6 

70 
105 
98 

11 
11 
40 

123 
171 
126 
91 

41 
53 20% 
33 20% Ca Gero. 
99 12% 2,812.000  

1,858,000 

% Unmet Ranking - All Cities 

Pape Bu dcities within 60 ml end 11 of pvpulallon Population Need 
250,000 75 
866,000 228 

404,000 257 
809 ,000 1131 
448,000 752 
704.000 9 

46 2.206.000 
349,000 

nmet Notes 

9353 Only 10 beds. No PRTF. 
No sera 

78% 
Co beds  heds In 30nt Ito Gero 

73 
721' No yauth,y e1rlc, PR 
70% Only 10 gem beds. 
68% No PUP or gera. 20 youth. 

2,231,000 
4.154,000 

000 

4 
782 

fl 

868,000 

930,000 
972,000 
556,000 

9,000 
49.000 

,395,000 
970,000 
462,000 
,050.000 
438,000 

000 
9,003 

717 000 
,098,000 
010,000 
,515.000 

43,000 
1.304,000 

474,00 
1,534.000 
2,220,000 

39,000 
85,000 

39% 
39 
39% 
39% 
36% 
36% 
34% 
31% 
35 

5% 
34 

3% 

a 
1% 

29 

27% 
26 
261r 
24 

0 PRTF 

No pert 

o Peru 

a PRTF  

PRTF. 

No PRT 

Redacted - Highly 
Confidential 

P-3153 
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:)3.000 
9,000 

601,000 
504,000 
097,000 

000 
934,000 
009,000 

NOTES 
Acute need based on 3n beds per 10m00 people.. 
9540 over SO mi away are NOT included In competition analyses 
Ml Nave Detroit) constdo beds vilin 30 mi 
Wisconsin doesn't allow locked POWs 

Redacted - Highly P-3154 
Confidential 
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TRI-CITIES AREA - 868,000 

PoouDtidn Break-disk:1: 

Johnson City Kingsport Boone/Morristown/Greenville Asl ville‘60mIK 25) Total 

198,00E1 909,0111) 255,000 4202100 865,000 

BED CAPACITY AND NEED 

Beds Should Have P Beds Has ii Beds Needs e5 Unmet Demand I 

260 103 117 4574 

ACUTE COMPETITION 

Facility Bids Patient Group notes Phone 

Ste rid-alone 

Woodridge Hospital 85 (423)920-2111 

MedSurg 

Weilmont Bristol 15 155 0231 844.0000 

RldnevIew 15 155 

Tacoma Regional 16 155 (423)696-2446 

Sycamore Shoals 12 12g (423) 542-1300 

PRTF COMPETITION 

Facility Beds Patient GrauE . notes Phone 

Mountain City 473-727-9099 

SIMILAR PROGRAMS 

Facility ' Beds Patient Group notes Phone 

COMPETITION SCORE 

1 4 7 

HIGHER EDUCATION SCORE 

Nursing. I'315i01 lifiVk . Enrollment ' 

2 2 1 7 

Higher Ed Scoring Methodology: 1 et for linderorad relevant decree and 1 pt lot grad relevant degree. 

1 pt for over 10k enrollment, 2 pts for over 20k enrollment. 

ADDITIONAL INFORMATION 

CON? 1'e•. 

Medicaid Rate 550 

Commercial Rate 650 

Required Staffing Ratio 
StuffInu Cost Percentile SO% 

Adult IMD Violent? Yes 

Building Cost percentile 208 

Note' Percentiles are relative to the thee top 25 cities The hIghler the percentile, the moor ccRansle 

Redacted - Highly P-3155 
Confidential 
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BEFORE THE TENNESSEE 
HEALTH SERVICES AND DEVELOPMENT AGENCY 

Nashville, Tennessee 

IN THE MATTER OF: 

SBH-KINGSPORT, LLC Docket No. 25.00-126908J 

Applicant, 

v. 

TENNESSEE HEALTH SERVICES 
AND DEVELOPMENT AGENCY, 

Respondent, 

and 

MOUNTAIN STATES HEALTH 
ALLIANCE, 

Intervenor. 

SBH-ICINGSPORT, LLC'S RESPONSES TO MOUNTAIN STATES HEALTH 
ALLIANCE'S FIRST SET OF INTERROGATORIES 

Petitioner SBH-Kingsport, LLC (hereinafter "Petitioner") hereby responds to Intervenor 

Mountain States Health Alliance's ("Intervenor" or "MSHA") First Set of Interrogatories as set forth 

herein. These Responses have been made subject to the following General Objections: 

GENERAL OBJECTIONS  

GENERAL OBJECTION NO. 1 

Petitioner objects to Intervenor's interrogatories to the extent each seeks information protected 
by the attorney-client privilege or the attorney work product privilege. As used herein, the term "non-
privileged" refers to documents not subject to these privileges. 
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GENERAL OBJECTION NO.2 

Petitioner objects to Intervenor's interrogatories to the extent that they seek the disclosure of 
confidential, proprietary and/or sensitive business information, commercially private data, or 
confidential information pertaining to third persons not parties to this action absent an appropriate 
protective order or agreement. 

GENERAL OBJECTION NO.3 

Petitioner objects to these interrogatories insofar as they seek information that prejudices the 
privacy interests of Petitioner's employees, former employees, and third parties. 

GENERAL OBJECTION NO.4 

Petitioner reserves all objections at any hearing, trial, or other proceeding to the admissibility of 
any information provided in these responses to Intervenor's Interrogatories. Petitioner submits these 
interrogatory responses without conceding the relevance or materiality of the subject matter of any 
information which may be disclosed and without prejudice to Petitioner's rights to object to the 
admissibility of any evidence regarding such information. Petitioner reserves the right to change or 
supplement any response that may subsequently appear to be incomplete or incorrect. Petitioner 
reserves the right to object at such later time that any response given hereunder is protected by the 
attorney/client privilege or any other privilege, is attorney work product or trial preparation material, 
and/or that the disclosure of such information was inadvertent. 

GENERAL OBJECTION NO. 5 

In responding to these interrogatories, Petitioner has conducted a reasonable search of those 
records where information requested would most likely be maintained and has made a reasonable 
inquiry of those persons most likely to possess information responsive thereto. To the extent Intervenor 
seeks Petitioner to respond further, Petitioner objects on the grounds these interrogatories are overbroad, 
unduly burdensome, unreasonable and oppressive. 

GENERAL OBJECTION NO. 6 

Petitioner objects to these interrogatories insofar as they seek information not in the possession, 
custody or control of Petitioner on the grounds that said requests are overbroad, unreasonable, unduly 
burdensome, improper, and their scope is not limited to information known to Petitioner. 

GENERAL OBJECTION NO. 7 

With respect to these interrogatories and objections made herein, Petitioner expressly reserves 
the right to supplement any such response/answer or objection. Each of the specific sebnonses/answers 
and objections below is expressly made subject to the foregoing general objections. 
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GENERAL OBJECTION NO.8 

Petitioner objects to the definitions and instructions accompanying the interrogatories to the 
extent definitions and instructions contradict, are inconsistent with, or impose any obligations beyond 
those required by applicable provisions of the Tennessee Rules of Civil Procedure, the local rules, or 
orders of this Court. 

GENERAL OBJECTION NO. 9 

Petitioner's specific objections to each request are in addition to the General Objections set forth 
in this section. These General Objections form a part of each discovery response, and they are set forth 
here to avoid duplication and repetition of restating them for each discovery response. The absence of a 
reference to a General Objection in response to a particular request does not constitute a waiver of any 
General Objection with respect to that discovery request. All responses are made subject to and without 
waiver of Petitioner's general and specific objections. 

GENERAL OBJECTION NO. 10 

The Petitioner objects to the definitions specified by the Intervenor for nyou," "yours" and 
"Strategic Behavioral Health, LLC" in the Interrogatories and Requests for Production served upon it by 
the Intervenor. Strategic Behavioral Health, LLC and its affiliates, subsidiaries and other related entities 
are not, with the sole exception of the Petitioner, SBH-Kingsport, LLC, parties to this proceeding. 
Therefore, only the Petitioner, SBH-Kingsport, LLC, is subject to the duty to respond to the 
Interrogatories and Requests for Production served upon it by the Intervenor in this matter. Any 
Interrogatories or Requests to Produce sought by the Intervenor to be imposed on any non-parties are 
improper because they are not within the scope of Rule 33 or Rule 34 of the Tennessee Rules of Civil 
Procedure. On this basis, the Petitioner, without waiver of this general objection, has responded to the 
Interrogatories and Requests for Production served upon it by the Intervenor. 

Responses to Interrogatories  

2. Mead& each persoa (whether your employee or not) whom you may call as au expert 

witness to testify at the hearing of this matter. With respect to each such person, state: 

(a) the specific subject matter on which the witness is expected to testify; 

RESPONSE: Petitioner has not yet retained an expert witness, but is in the process of 
doing so. Petitioner will supplement its responses to this Interrogatory once it has retained an expert. 

(b) the substance of the facts, opinions and conclusions to which the witness is expected to 

testify; 

RESPONSE: See response to Interrogatory 1.(a) above. 

(c) a summary of the factual grounds for each opinion or conclusion; 
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RESPONSE: See response to Interrogatory 1.(a) above.) 

(d) the witness's qualifications (including a list of all publications authored in the ten 

previous years) and a list of all other cases in which the witness has testified in the 

previous four years; 

RESPONSE: See response to Interrogatory I.(a) above. 

(e) the compensation paid or to be paid to the witness for work on the case; and 

RESPONSE: See response to Interrogatory 1.(a) above. 

(f) whether any such person has prepared or provided you with a written or recorded 

statement or report concerning their investigation, review, or analysis of the Project. 

RESPONSE: See response to Interrogatory 1.(a) above. 

2. Identify each person who participated in any way in preparing the answers to these 

Interrogatories and the Requests for Production that MSHA has propounded and for each such person, 

identify the Interrogatory or Request the person participated in answering and describe the nature of the 

person's participation. 

RESPONSE: Mike Garone and Jim Shaheen prepared and reviewed the responses to 
these Interrogatories and Requests for Production. They also consulted with SBII-Kingsport, LLCs 
Tennessee legal counsel with regard to all discovery. The responses to the Interrogatories have been 
finally reviewed and executed hereinbelow by Mike Garone. 

3. With respect to the conception, origin, or initiation of the Project, state the following: 

(a) The date and means by which the Project was conceived, originated, or initiated; 

RESPONSE: Petitioner objects to this Interrogatory because it seeks discovery of 
proprietary information constituting trade secrets of the Petitioner. Without waiver of the foregoing 
objection, Petitioner provides the following information. In the summer of 2012, Jim Shaheen directed 
an SBH market analysis project to identify markets throughout the United States where the development 
of new psychiatric hospitals was needed. The Upper East Tennessee area was one of those so identified. 
The criteria utilized in this analysis are proprietary, confidential and constitute a trade secret of S1311. 
Thus, the Petitioner objects to the production or disclosure of these criteria or documents which utilize 
them. Without waiver of the foregoing objection, these documents, if produced, are stamped "Highly 
Confidential" subject to the Protective Order signed by the parties' respective counsel in this matter. 
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Identify each person who participated in any way in the conception, origin, initiation, 

and/or development of the Project. 

RESPONSE: Jim Shaheen and Mike Garone performed the tasks described in this 
Interrogatory. 

4. For each meeting that was held concerning the decision to apply for the CON for the 

Project, including meetings of your employees and/or meetings between your employees and other 

persons, provide the following information: 

(a) Identify each person who was present at the meeting; 

RESPONSE: Jim Shaheen, in consultation with Mike Garone and Mike Orians, decided 
in October 2013 to file the CON application at issue. He also consulted with SBH's Tennessee legal 
counsel concerning this decision. After filing the CON application at issue in December 2013, Jim 
Shaheen and Mike Garone met with Mike Orians, Doug Ginn, Edward Dobbs and Chris Cosby to 
inform the Dobbs Management Services company executives about the filing of this CON application. 
This meeting with Dobbs personnel took place on January 10, 2014. 

(b) The date and location of the meeting; and 

RESPONSE: The meeting with Dobbs Management Services executives occurred on 
January 10, 2014, at the offices of Dobbs Management Services, 1000 Ridgeway Loop Road, Memphis, 
Tennessee 38120. 

(c) The general nature of the meeting and the substance of any matters discussed at the 

meeting. 

RESPONSE: At the January 10, 2014 meeting with the Dobbs executives, Jim Shaheen 
and Mike Garone discussed the SBH-Kingsport hospital project with regard to rationale, opportunity and 
stakeholder feedback. 

5. Were any alternative facilities, services, or sites considered with respect to the Project 

other than the facilities, services, and site set forth in the CON application? If so, with respect to each 

such facility, service, or site provide the following information: 

(a) Identify each person involved in the consideration or evaluation of the proposed facility, 

service, or site; 
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RESPONSE: The only alternative that was discussed for this Project was an alternative 
site in Kingsport, Sullivan County. The Petitioner looked at a site that is situated just off intersection of 
Highway 11W and 1-26 at Exit 1 in Kingsport, but it was more land than the Petitioner needed and the 
cast was higher than the Petitioner wanted to pay. 

(b) Identify each facility, service, or site and the date(s) when it was considered; 

RESPONSE: The site identified above was considered in late October 2013. 

(c) Describe any written evaluation, consideration, or determination of the proposed facility, 

service, or site; and 

RESPONSE: Jim Shaheen and Mike Garone decided to utilize the site set forth in the 
CON project at issue; the selected site was less expensive and smaller. 

(d) Summarize why the facilities, services, and site set forth in the CON application were 

chosen instead of the alternatives. 

RESPONSE: The selected site set forth in the CON application at issue was less 
expensive and the right size for the Project. 

6. With respect to the area to be served by the Project: 

(a) Describe with particularity the area to be served; 

RESPONSE: The service area for this Project is comprised of Hawkins and Sullivan 
counties in Tennessee, and Wise, Scott and Lee counties in Virginia. 

(b) State the date and means by which the determination of the service area was made; 

RESPONSE: The determination of the service area was made by Jim Shaheen and Mike 
Garone in October 2013, prior to the filing of the CON application at issue. 

(c) Identify each person who assisted or participated in any way in detemilning the service 

area; 

RESPONSE: Jim Shaheen and Mike Garone participated in this determination, and they 
consulted with SEH's Tennessee counsel regarding the identification of the service area. 

(d) Identify with particularity any alternative service areas that were considered for the 

Project; and 
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RESPONSE: Prior to filing the CON application at issue, Mike Garone considered the 
entire northeast Tennessee and southwest Virginia area. He determined on further analysis that the 
greatest need for the Project lay in the counties identified as the Project's service area in the CON 
application at issue. 

(e) Provide a detailed description of every written evaluation, analysis, study, and/or review 

of any type that you performed, caused to be performed, reviewed, and/or obtained 

concerning the proposed service area or any alternative service areas. 

RESPONSE: In addition to Mike Garone's analysis of service area issues and the 
summer 2012 market identification analysis, Mike Garone and Jim Shaheen provided a report based on 
prior data from the summer 2012 market need analysis as to the Kingsport, Tennessee area to the Dobbs 
Management Services Company personnel on January 10, 2014. 

7. Identify every person who participated in drafting or providing information used in the 

application for the CON or in the responses to the supplemental questions in support of such application. 

For each person identified, explain his or her involvement and identify those questions he or she assisted 

in answering or for which he or she provided information. Persons should be identified whether they 

were involved in the actual preparation or writing of the application or responses, or whether they 

supplied information for or reviewed drafts of the application or responses, or provided other assistance 

or advice relating to the preparation of the application or responses. 

RESPONSE: The Petitioner objects to this Interrogatory because it seeks discovery of 
privileged information covered by the attorney/client privilege. Without waiver of the foregoing 
objection, Petitioner responds as follows: Mike Garone was involved with all areas of the application; 
Jim Shaheen was involved with all aspects of the application; Doug Ginn was involved with all aspects 
of the application; and lames Cagle was involved with financial aspects of the application. Mike 
Garone and Jim Shaheen also consulted with the Petitioner's legal counsel regarding various aspects of 
the CON application and the HSDA filing process. 

Other individuals who assisted in preparation of aspects of the CON application include: Laura 
Miller and David Benham of the architecture firm LS3P, who assisted with the drawings and 
architectural issues; Thomas Construction Group employees Chris Reid and Jill Sullivan, who assisted 
with construction and construction cost issues; Steve Taylor, assistant vice-president of Fifth Third 
Bank, who provided the financing letter; and Mike Orians and Linda Harrington of Dobbs Management 
Services, Inc., who assisted with corporate documentation issues. 
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8. With respect to the projected patient volumes set forth in your CON application, provide 

the following information: 

(a) Identify each person who participated in generating, was consulted about, or provided 

information in connection with the proposed utilization rates; and 

RESPONSE: Mike Garone consulted with Jim Shaheen and the other individuals as set 
forth in the produced spreadsheet concerning utilization issues with the Project. 

(b) Identify any written studies, projections, pro formes, estimates, or analyses of any type 

supporting the utilization rates set forth in the application and/or which were consulted or 

relied upon in generating those rates. 

RESPONSE: Utilization rate projections were not driven by formal written studies, 
estimates or analyses. A pro forma projection leading to the Projected Data Chart data in the CON 
application was developed and is being produced. The projected utilization rates set forth therein were 
developed by Mr. Garone based on data analysis based on population/bed need formula; projections 
made based off of number of service area stakeholders expressing overwhelming need for additional 
services as well as difficulty accessing services because of bed unavailability; Sullivan County Sheriffs 
department Mental Health transports; and Youth Villages Out of Area Percentages. SBH built its 
projected utilization in this Project around its ability to ramp up and staff the Project SHIPS ramp-up 
average daily census is controlled by its pace of development, not by any other factor. 

9. Describe in detail all of the psychiatric programs and services that you or any physician 

or physician group will make available as part of the Project. 

RESPONSE: As set'orth in the CON application and supplemental responses herein, 
the Project will make available the following psychiatric programs and services; inpatient acute 
psychiatric hospitalization, alt ages; medically managed detoxification, adult; partial psychiatric 
hospitalization, all ages; intensive psychiatric outpatient services, all ages. 

10. For each program or service identified in your response to Interrogatory No. 9, provide 

the average length of stay for patients enrolled in the same (or similar) programs or services at each of 

the other Strategic Behavioral Health, LLC locations. 

RESPONSE: The average length of stay for the categories of inpatient psychiatric 
services provided by SBH at its current facilities is as follows: Acute Adult - 8.9 days; Acute Adult 
Chem Dep - 9.9 days; Acute Child - 9.5 days; Acute Geropsych - 9.2 days. 
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I1. With respect to inpatient psychiatric admissions, provide annual projections for each of 

the first three years of operation of the Project for the following categories of information: 

(a) Number of Patients; 

RESPONSE: See also Responses to Interrogatory No. 29 below. Year I - 946; Year 2 - 
1859; Year 3 - projections have been done only through year 2 of operations. 

(b) Gross Revenue; 

RESPONSE: Year I - 13,728,600; Year 2 - 26,983,800; Year 3 - projections have been 
done only through year 2 of operations. 

(c) Net Reimbursement; 

RESPONSE: Year I - 5,207,385; Year 2 - 10,235,205; Year 3 - projections only 
through year 2 of operations. 

(d) Percentage of projected patients in each of the following parr categories: 

CO Commercial Insurance - Year I - 35%; Year 2 - 35%; Year 3 - projections only 
through year 2 of operations. 

(ii) TennCare/Medicaid - Year 1 - 38%; Year 2 - 38%; Year 3 - projections only 
through year 2 of operations. 

(ii) Medicare Year I - 20%; Year 2 - 20%; Year 3 - projections only through year 2 
of operations. 

(iv) Self-Pay - Year I - 5%; Year 2 - 5%; Year 3 - projections only through year 2 of 
operations. 

(v) Charity/Indigent - Year 1 - 5; Year 2 - 5; Year 3 - projections only through year 2 
of operations. 

(vi) Other; and - Year I - 2; Year 2 - 2; Year 3 - projections only through year 2 of 
operations. 

(e) Percentage of projected patients by geographic county and state of origin. 

RESPONSE: The Petitioner objects to this interrogatory because it asks for projections 
not made or performed by the Petitioner, and thus not in the Petitioner's possession, custody, or control. 
Without waiver of the foregoing objection, Petitioner states as follows: Neither Mr. Garone nor Mr. 
Shaheen, nor anyone else, performed this analysis for the Project. No such projections were made. 
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12. With respect to the estimated distribution of revenues by payor source contained in your 

application, provide the following information: 

(a) Identify any written analyses of projected revenues by payor source at the Project; 

RESPONSE: A spreadsheet of projected revenues by payor source was developed by 
Mr. Garone; it is being produced. 

(b) Identify all persons who were involved in preparing any such analyses (written or 

otherwise) and/or who provided information for such analyses. 

RESPONSE: Doug Ginn, Jim Shaheen and Mike Garone provided information for the 
spreadsheet specified in the response to Interrogatory No. 12(a) above. 

13. With respect to any consideration, analysis, or determination of the effect of the Project 

on Woodridge Hospital or any other existing provider, whether such consideration, analysis, or 

determination was conducted before or after the filing of the CON application, state the following: 

(a) The date and a general description of each such consideration, analysis, or determination; 

RESPONSE: Prior to the filing of the CON application, Mike Garone analyzed the 
potential effect of the Project on Woodridge. He continued to do so while the CON application at issue 
was being deemed complete and also in preparation for the HSDA meeting on June 25, 2014. 

(b) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: Mr. Garone carried out the analysis on his own, although he also 
consulted with Jim Shaheen and legal counsel for SBH on these issues. 

(c) Identify each document setting forth, referencing or discussing the results of the 

consideration, analysis, or determination. 

RESPONSE: The Petitioner objects to this Interrogatory because it seeks discovery of 
privileged information covered by the attorney/client privilege. Without waiver of The foregoing 
objection, Petitioner responds as follows: Mr. Garone utilized the available JAR data for Woodridge 
and other facilities in carrying out his analysis. In addition to the CON application and supplemental 
responses, PowerPoint slides he prepared for the presentation of the CON application at issue at the June 
25, 2014 meeting of the HSDA discuss the results of his analysis. 
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14. With regard to any consideration, analysis, or determination as to the special needs of the 

population to be served by the Project, including accessibility to consumers, particularly women, racial 

and ethnic minorities, and low-income groups, whether such consideration, analysis, or determination 

was conducted before or after the filing of the CON application, state as follows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE: The matters covered by this Interrogatory were addressed and analyzed by 
Mr. Garone and Mr. Shaheen during the preparation of the CON application at issue, responses to 
HSDA staff requests for supplemental information, and in preparation for the June 25, 2014 HSDA 
meeting, 

Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: Mr. Garone and Mr. Shaheen consulted with legal counsel for SBH in 
carrying out the consideration and analysis of the issues raised by this Interrogatory. 

(c) Identify each document setting forth, referencing or discussing the results of the 

consideration, analysis, or determination. 

RESPONSE: The Petitioner objects to this Interrogatory because it seeks discovery of 
privileged information covered by the attorney/client privilege. Without waiver of the foregoing 
objection, Petitioner responds as follows: the consideration and analysis of the issues addressed by this 
interrogatory are set forth in the CON application at issue, in the responses to the 1-ISDA's requests for 
supplemental information, and in the PowerPoint presentation prepared by Mr. Garone for use at the 
June 25, 2014 USDA Meeting. 

15. With regard to any consideration, analysis, or determination as to the extent to which the 

Project will serve TennCare, Medicare, Medicaid, and/or medically indigent patients, whether such 

consideration, analysis or determination was conducted before or after the filing of the CON application, 

state as lltilows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 
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RESPONSE: The matters covered by this Interrogatory were addressed and analyzed by 
Mr. Garone and Mr. Shaheen during the preparation of the CON application at issue, in responding to 
the requests for supplemental information from the HSDA staff and in the Powerpont presentation 
prepared by Mr. Garone for use at the June 25, 2014 HSDA meeting. 

(b) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: Mr. Garone and Mr. Shaheen also consulted with legal counsel for SBH in 
carrying out the consideration and analysis of the issues raised by this Interrogatory. 

(c) Identify each document setting forth, referencing or discussing the results of the 

consideration, analysis, or determination. 

RESPONSE: The Petitioner objects to this Interrogatory because it seeks discovery of 
privileged information covered by the attorney/client privilege. Without waiver of the foregoing 
objection, Petitioner responds as follows: the consideration and analysis of the issues addressed by this 
interrogatory are set forth in the CON application at issue, in the responses to the HSDA's requests for 
supplemental information and in the Powerpont presentation prepared by Mr. Garone for use at the June 
25, 2014 HSDA meeting. 

16. With regard to any consideration, analysis, or determination as to the relationship of the 

Project to existing facilities in the service area proposed by the application, whether such consideration, 

analysis, or determination was conducted before or after the filing of the CON application, state as 

follows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE: There is only one such existing facility in the Project's proposed service 
area: a 12-bed adult and geropsychiatric unit at Bristol Regional Medical Center. This unit, unlike the 
proposed project, does not appear to serve child and adolescent patients or have any dedicated chemical 
dependency beds. Prior to the filing of the CON application at issue, Mike Garone considered and 
analyzed the matters covered by this Interrogatory. He also considered and analyzed these issues in 
preparation for the presentation of the CON application at issue to the HSDA at its June 25, 2014 
meeting. 

(6) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 
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RESPONSE: Mr. Garone consulted on these issues covered by this Interrogatory with 
Jim Shaheen and legal counsel for SBH. 

(c) Identify each document setting forth, referencing or discussing the results of the 

consideration, analysis, or determination. 

RESPONSE: The Petitioner objects to this Interrogatory because it seeks discovery of 
privileged information covered by the attorney/client privilege. Without waiver of the foregoing 
objection, Petitioner responds as follows: in addition to the CON application at issue and SBIts 
responses to HSDA staff requests for additional information, documents responsive to this Interrogatory 
include: PowerPoint slides prepared by Mr. Garone for use at the June 25, 2014 HSDA meeting, and 
Mr. Gerona's analyses of the various reports on this Project by the Tennessee Department of Mental 
Health and Substance Abuse Services ("MHSAS"). 

17. With regard to any consideration, analysis, or determination as to the relationship of the 

Project to existing facilities in the service area to include the Tennessee counties of Hawkins, Green, 

Washington, Carter and Johnson and the Virginia counties of Wise. Scott and Lee whether such 

consideration, analysis, or determination was conducted before or after the fling of the CON 

application, state as follows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE: SBH objects to this interrogatory -- it misstates the service area utilized by 
SBH in the CON application at issue: SBH's proposed service area did not include the Tennessee 
counties of Green, Washington, Carter and Johnson, but did include the non-listed Tennessee county of 
Sullivan. SEW did not perform the analysis set forth in this Interrogatory; thus, said analysis is not in 
SBH's possession, custody or control. 

(b) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: SBH objects to this interrogatory — it misstates the service area utilized by 
SBH in the CON application at issue: Stiffs proposed service area did not include the Tennessee 
counties of Green, Washington, Carter and Johnson, but did include the non-listed Tennessee county of 
Sullivan. The analysis described in this Interrogatory was not performed by SBH; thus, no person 
assisted or participated in it 
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Co) Identify each document setting forth, referencing or discussing the results of the 

consideration, analysis, or determination. 

RESPONSE: SBH objects to this interrogatory -- it misstates the service area utilized by 
SBH in the CON application at issue: SBH's proposed service area did not include the Tennessee 
counties of Green, Washington, Carter and Johnson, but did include the non-listed Tennessee county of 
Sullivan. The analysis described in this Interrogatory was not performed by SBH; thus, no responsive 
document exists. 

18. With regard to any consideration, analysis, or determination of the patient volume trends 

for inpatient psychiktric patients offered by other already existing healthcare providers in the service 

area as defined in the application whether such consideration, analysis, or determination was conducted 

before or after the filing of the CON application, state as follows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE: Prior to and during the drafting of the application at issue and the 
preparation of responses to requests for supplemental information from the HSDA staff, Mike Garone 
considered and analyzed the patient volume issues set forth in this Interrogatory for BRMC, the single 
other provider of inpatient psychiatric services in the Project's service area He also did so in preparing 
his PowerPoint presentation for the June 25, 2014 HSDA meeting. 

(6) Identify-  each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: Mr. Garone carried out the described consideration and analysis, and 
consulted with Jim Shaheen and legal counsel for SBH regarding the same. 

(c) Identify each document setting forth, referencing or discussing the results of the 

consideration, analysis, or determination. 

RESPONSE: The Petitioner objects to this Interrogatory because it seeks discovery of 
privileged information covered by the attorney/client privilege. Without waiver of the foregoing 
objection, Petitioner responds as follows: the results of the consideration, analysis and determination 
specified in this Interrogatory are set forth in the CON application at issue and in SBH's responses to the 
requests for additional information if received from HSDA staff. Other responsive documents include 
PowerPoint slides Mr Garone prepared for use at the June 25, 2014 HSDA meeting. 
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19. With regard to any consideration, analysis, or determination of the patient volume trends 

for inpatient psychiatric patients offered by other already existing healthcare providers in the service 

area to include the Tennessee counties of Hawkins, Green Washington, Carter and Johnson and the 

Virginia counties of Wise, Scott and Lee whether such consideration, analysis, or determination was 

conducted before or after the filing of the CON application, state as follows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE: SBH objects to this interrogatory -- it misstates the service area utilized by 
SBH in the CON application at issue: SIMI% proposed service area did not include the Tennessee 
counties of Green, Washington, Carter and Johnson, but did include the non-listed Tennessee county of 
Sullivan. SBH did not perform the consideration, analysis or determination set forth in this 
Interrogatory. 

(b) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: SBH objects to this interrogatory -- it misstates the service area utilized by 
SBH in the CON application at issue: SBITs proposed service area did not include the Tennessee 
counties of Green, Washington, Carter and Johnson, but did include the non-listed Tennessee county of 
Sullivan. 515.11 did not perform the consideration, analysis or determination set forth in this 
Interrogatory. Thus, no person participated in it. 

(c) Identify each document setting forth, referencing or discussing the results of the 

consideration, analysis, or determination. 

RESPONSE: 81311 objects to this interrogatory -- it misstates the service area utilized by 
SBH in the CON application at issue: SBH's proposed service area did not include the Tennessee 
counties of Green, Washington, Carter and Johnson, but did include the non-listed Tennessee county of 
Sullivan. SBH did not perform the consideration, analysis or determination set forth in this 
Interrogatory. Thus, no responsive documents exist. 

20. With regard to any consideration, analysis, or determination as to whether the projected 

costs of completing the Project are reasonable, whether such consideration, analysis, or determination 

was conducted before or after the filing of the CON application, state as follows: 
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(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE: SBH has extensive experience in carrying development budgets for 
inpatient psychiatric hospital projects at the hospitals it has developed. It based its projected costs in the 
CON application at issue on that experience. Items considered included, but were not limited to, the 
price of the land for the project, soft construction costs, FFE, hard construction costs, permitting fees, 
architectural fee, engineering fees, land due diligence, and operating losses during the build year for the 
Project. 

(b) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: Mike Garone, Jim Shaheen, Laura Miller, and Chris Reid participated in 
these matters. 

(c) Identify each document setting forth, referencing or addressing the results of the 

consideration, analysis, or determination. 

RESPONSE: The projected Development Budget for the Project is such a document and 
is being produced. 

21. With regard to any consideration, analysis, determination, projection, or forecast of 

anticipated revenue from the Project, whether such consideration, analysis, or determination was 

conducted before or after the filing of the CON application, state as follows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE:  Prior to and during the preparation of the CON application at issue and the 
responses to requests for supplemental information from the HSDA staff, Mike Garone developed a 
proforma spreadsheet which included projected revenues for the build year and years one and two of the 
project's operation. It is being produced. The version of this spreadsheet presented to the SBH 
stakeholders on January 10, 2014, is also being produced. 

(b) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: Mike Garone, Jim Shaheen and Doug Ginn had input into the referenced 
spreadsheet 

16 

I 

SBH-KINGSPORT 001575 SBH-KINGSPORT 001575



(c) Identify each document setting forth, referencing or addressing the results of the 

consideration, analysis, or determination. 

RESPONSE: In addition to the spreadsheet itself; the PowerPoint presentation Mike 
Garone made to the Dobbs Management Company interest holders on January 10, 2014 made reference 
to the spreadsheet. That PowerPoint presentation is being produced. 

22. With regard to any consideration, analysis, or evaluation of the positive or negative 

effects attributed to duplication or competition resulting from the Project, whether such consideration, 

analysis, or determination was conducted before or after the filing of the CON application, state as 

follows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE: In preparing the CON application at issue in December 2013, and January 
2014, and in responding to supplemental requests for information from the HSDA staff; Mike Garone 
considered, analyzed and evaluated the positive or negative effects attributed to duplication or 
completion resulting from the project. He also did so in preparation for the presentation of the CON 
application at issue at the June 25, 2014 HSDA meeting. lie also did so in June 2014 in response to the 
multiple reports on the CON application at issue prepared by the Tennessee Department of Mental 
Health and Substance Abuse Services ("MHSAS"). 

(b) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: Mr. Garone was assisted in this consideration, analysis, and evaluation by 
Jim Shaheen. He also consulted on these matters with SBlfs Tennessee legal counsel. 

Identify each document setting forth, referencing or addressing the results of the 

consideration, analysis, or determination. 

RESPONSE: The Petitioner objects to this Interrogatory because it seeks discovery of 
privileged information covered by the attorney/client privilege. Without waiver of the foregoing 
objection, Petitioner responds as follows: the documents which set forth, refer to, or address the results 
of this consideration, analysis or determination include the CON application at issue and the responses 
to HSDA staff supplemental requests for additional information, as well as the PowerPoint presentation 
prepared by Mr. Gerona for presentation at the June 25, 2014 HSDA meeting. 
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23. With regard to any consideration, analysis, or evaluation of the human resources required 

by the Project and the availability and accessibility of such human resources, whether such 

consideration, analysis, or determination was conducted before or after the filing of the CON 

application, state as follows: 

(a) The date and a general description of the nature of each such consideration, analysis, or 

determination; 

RESPONSE: In preparing the CON application at issue in December 2013, and January 
2014, and in responding to supplemental requests for information from the HSDA staff, Mike Garone 
considered, analyzed and evaluated the human resources required by the Project and the availability and 
accessibility of such human resources. He also did so in preparation for the presentation of the CON 
application at issue at the June 25, 2014 HSDA meeting. He also did so in June 2014 in response to the 
multiple reports on the CON application at issue prepared by the Tennessee Department of MHSAS. 

(b) Identify each person who assisted or participated in any way in such consideration, 

analysis, or determination; and 

RESPONSE: Mr. Garone has assisted in this consideration, analysis, and evaluation by 
Jim Shaheen. He also consulted on these matters with SBH's Tennessee legal counsel. 

(c) Identify each document setting forth, referencing or addressing the results of the 

consideration, analysis, or determination. 

RESPONSE: The Petitioner objects to this Interrogatory because it seeks discovery of 
privileged information covered by the attorney/client privilege. Without waiver of the foregoing 
objection, Petitioner responds as follows: the documents which set forth, refer to, or address the results 
of this consideration, analysis or determination include the CON application at issue and the responses 
to HSDA staff supplemental requests for additional information, as well as the PowerPoint presentation 
prepared by Mr. Garone for presentation at the June 25, 2014 HSDA meeting. The January 10, 2014 
PowerPoint presentation Mr. Garone made to the Dobbs Management stakeholders also references these 
issues. 

(d) Identify the number of physicians, by specialty, who will be employed by the Project. 

RESPONSE: The Project will not employ any physicians. Physicians who work at the 
Project will be independent contractors. 

24. State all pricing assumptions relied on in determining projected revenues for the Project. 
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RESPONSE: The Petitioner utilized the following per day projected reimbursement 
rates for the respective payors. Medicaid - $550; Medicare - $750; Commercial - $650; Other - $600. 

25. Are there any statements or information in the CON application which yob no longer 

believe to be accurate or complete? If so, identify the statements or information that you no longer 

believe to be accurate or complete and state the basis for your belief. 

RESPONSE: Yes, as set forth herein. While, as set forth elsewhere in these 
Interrogatory Responses, we believe the projections of patient days in Year 1 and Year 2 of the Project 
remain accurate, further analysis of SBH data cause us to believe now that the average length of stay at 
the Project will be approximately 9.2 days and that admissions in Year I will be 946, and for Year 2 
admissions will be 1,859. Related data is found in the SBH responses to Question 23 of the HSDA 
staffs requests for supplemental information. 

26. Identify all persons who currently have any equity, ownership, financial rights or 

governance rights in SBH and/or any other associated entities, including, but not limited to, Strategic 

Behavioral Health, LLC. 

RESPONSE: The following persons or entities own interests in SBH-Kingsport, LLC 
and Strategic Behavioral Health, LLC: Jim Shaheen, Doug Ginn, Chris Crosby, Mike Orions, Bill 
Lawson, John Hull Dobbs, Jr. 1985 Trust, John Hull Dobbs Grantor Trust, Edward J. Dobbs Grantor 
Trust, Edward J. Dobbs 2009 Trust, Caroline Kirby Dobbs 1985 Trust, Caroline Kirby Dobbs Floyd 
2012 Trust, Juliette C. Dobbs 1985 Trust, and Jackson Dobbs Allen 2012 Trust. 

27. Identify all persons, other than your employees or the HSDA, to whom you have 

provided information about or whom you have directly or indirectly asked to support the Project 

RESPONSE: Mike Garone has identified the following list of persons respective to this 
Interrogatory: 

Alexis Carson Doug Messer Judy Salyer Randall lessee 
Amy Gregory Erika Phillips Julie Johnson Richard Baxter 

Andy Kitzmiller Gary Parsons Justin Quillin Robin Foreman 
Angela Jackson Glenda Collins /Candi Shearer Scott Fink 

Brenda Robinette Greg Jones Kelie Gambrel Scott Flemmer 

Brian Cinnamon Hal Elliott 
Kristy Beach-
Callebs Spring Thompson 

Collie Faircloth Harold Leonard Lenore Kilgore Sue Lindenbusch 

Cheri Baird James Woods Lisa Christian Sybil Smith 

Chris Beach Janie Snyder Lois Agnew Taylor Scott 

Chuck Thompson Jason Bellamy Luanne McMurray Teresa Kidd 
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Clay Walker Jason Smith Lucretia Sanders Todd Jablonski 
Dale Phipps Jeff Fleming Lyle Ailsbie Troy Funkhouser 
Daniel Boyd Jeff Thacker Mark Johnson Vickie Brown 

David Quillin 
Jessica 
Woodward Mary Shelton Wandaleen Adams 

Dawn Puster Jill McCarley Michele Gamble Wayne Anderson 
Deborah Fahr Jill M rorley Michele Moser 
Denise Tynes John Arredondo Misty Keller 
Dennis Phillips John Campbell Mitch Perry 
Donna Solider John Ferguson Paul Stanton 
Dory Creech John Puckett Preston Adams 

28. If you contend that the Project is "necessary to provide needed health care in the area 

to be served," as required in Tenn. Code Ann. § 68-11-1609(b), or satisfies any or all of the criteria 

contained in HSDA Rule 0720-11.-01(1), then: 

(a) State the factual basis for your contention; 

Response: The Petitioner contends that the Project is necessary to provide needed healthcare in 
the area to be served, as required by T.C.A. § 68-11-1609(b), and that it satisfies all of the criteria 
contained in HSDA Rule 0720-11-.01(1). The bases for this contention are set forth immediately below. 

The Petitioner contends that the Project is "necessary to provide needed healthcare in the area to 
be served, as required in T.C.A. § 68-11-1609(b), and that the Project satisfies all of the criteria set forth 
in HSDA Rule 072041-.01(1). The factual bases for these contentions the Petitioner makes in this 
answer to this Interrogatory are set forth below. 

1. In addition to the comments made in support of this Project and the CON application at 
issue in the Petitioner's responses to requests for supplemental information from the 
HSDA staff, application of the Tennessee State Health Plan, the Guidelines for Growth, 
indicates that this Project is necessary, is required by the statute and rules cited in the 
Interrogatory. On the basis of the Guidelines for Growth's 30 beds per 100,000 
population, there is a need in the service area described in the application for 922 
psychiatric beds. See page 3 of the staff sutrunary of the CON application. There is a 
supply of only 12 beds in the proposed service area, located at Bristol Regional Medical 
Center. This means that there is a net need for psychiatric beds in the service area, as 
determined by the Guidelines for Growth formula, of sag beds. The Project proposes to 
establish only 72 psychiatric hospital beds in the service area. Therefore, the Project is 
needed and will not even satisfy the need for initial psychiatric beds in the service area. 

2. The state of Tennessee closed the Lakeshore Mental Health Institute in Knox County, 
Tennessee in 2012. This institution, which had been licensed for 160 beds, had Hawking 
and Sullivan County in its service area 
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3. Mountain States Health Alliance, the Intervenor in this matter, closed Indian Path 
Pavilion in Kingsport, in 2009. Indian Path Pavilion had 61 psychiatric beds at the time; 
nine of these were moved to Woodridge, and the remainder were closed by MSHA, and 
have remained closed. Therefore, there was a net loss in the service area of 52 beds from 
the closure of Indian Path Pavilion. 

4. In the CON application in which MSHA's CON application to relocate the nine beds 
from Indian Path Pavilion to Woodridge, al0908-043, the HSDA staff reported in 2009 
that: 

If this CON is approved, with the addition of nine beds at Woodridge and 
the removal of 61 hods at Indian Path Pavilion, as calculated by the 
Guidelines for Growth psychiatric bed need formula, there will remain a 
need for 68 additional psychiatric beds within the applicant's two-state 
service area. 

5. Woodridge's "two-state service area" described above includes, but is not limited to, all 
of the counties claimed by the applicant in the project's at issue service area, with the 
exception of Lee County, Virginia. Therefore, the HSDA staff recognized that there 
would be a significant continuing need for beds in the northeast Tennessee southwest 
Virginia service area after the closure of Indian Path Pavilion by MSHA. 

6. Furthermore, other inpatient psychiatric hospital beds in the service area were closed by 
Indian Path Medical Center in either the late 1990s or the first decade of the 21st 
Century. Outside the service area, but elsewhere in East Tennessee, in 2009, Peninsula 
Psychiatric Hospital in Blount County also closed 145 psychiatric hospital beds. 

7. The documents supporting the issuance of interim final rule by the U.S. Department of 
Health and Human Services concerning the applicability of the Mental Health Parity and 
the Addiction Equity Act of 2008, as further expanded by the Affordable Care Act to 
apply to Medicaid non-managed care benchmark and benchmark equivalent state plan 
benefits, also support the conclusion that there is a significant need for additional 
psychiatric hospital beds in the service area proposed by the applicant 

8. There is a complete absence of child and adolescent service beds currently in the 
applicant's proposed service area; the 12 beds at Bristol Regional Medical Center do not 
report providing child adolescent services on the BRMC JAR. In fact, in the entire upper 
east Tennessee southwest Virginia area, there are only 12 dedicated child adolescent 
beds, all of which are located in Woodridge Hospital in Washington County, Tennessee. 

9. Several of the counties in the service area proposed by SBH report, according to MSHA's 
own data, that chemical dependency services and behavioral health services are within 
the top five or six healthcare needs in their areas. 

10. As a number of witnesses testified at the June 25, 2014 HSDA meeting, there are 
significant problems in access to services, especially for children and adolescents, at 
Woodridge Psychiatric Hospital for individuals in the proposed service area. • 
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11. Dr. Hal Elliott, an associate professor of psychiatry at East Tennessee State University's 
College of Medicine stated in his June 24, 2014 letter to Melanie Hill, that there was a 
"huge need for psychiatric services in the Tri-Cities area" and that 81311's "proposed 
clinical services will not only benefit the area in terms of services and training offering, 
they will do so without significant overlap or competition of services offered at 
Woodridge 30 minutes away in Johnson City." 

12. Dr. Jill McCarley, a psychiatrist who formerly practiced at Woodridge Psychiatric 
Hospital, also there was significant demand present in the service area for inpatient 
psychiatric that the existing providers in east Tennessee haven't been able to meet. This 
is particularly true for child and adolescent services. 

13. The National Association of Psychiatric Health Systems reported in its 2011 annual 
survey, published in 2012, that in 2010 one in five adults experienced mental illness in 
the past year, and 5% of the adult population lived with serious mental illness in the past 
year. Therefore, the applicant asserts that this is true for the population in its proposed 
service area as well. 

14. As noted by Chairman Johnson of the HSDA at the June 25, 2014 meeting, the 
Washington County, Virginia psychiatric facility, owned by Welimont, was basically 
nearly full when he personally checked on its utilization level. Therefore, as he 
indicated, the presence of that 28-bed psychiatric unit outside the proposed service area is 
not a significant factor in alleviating the need within the service area. 

15. The applicant also cites as the basis for its assertion that there is significant need for 72 
psychiatric hospital beds in the proposed service area the stakeholder comments recorded 
by Mike Garone in his spreadsheets listing the results of his contacts with various 
stakeholders in the service area. These are being produced in these discovery responses 
as requested. 

16. The Project's service area set forth in the CON application is reasonable and proper. 
When HCA filed a previous CON application, CN9606-042, involving Indian Path 
Pavilion, it described its primary service area as Hawkins and Sullivan Counties in 
Tennessee, and Wise, Scott and Lee Counties in Virginia. Similarly, MSHA itself has 
described the service area of its Kingsport, Tennessee acute hospital, Indian Path Medical 
Center, as Hawkins and Sullivan Counties in Tennessee, and Wise, Scott, Lee and 
Dickenson Counties in Virginia. See MSHA 2012 Social Responsibility Plan, p. 175. 

Identify each person who has knowledge supporting this contention and describe the 

general nature of each such person's knowledge; 

RESPONSE: Mike Garone and Jim Shaheen have knowledge that support this 
contention. This knowledge extends to all the factors listed. Supporters of the Project who filed letters 
of support of the Project at the June 25, 2014 HSDA meeting also have such knowledge. Outside 
counsel for SBH also has such knowledge. Legal counsel for Petitioner also has such knowledge. 
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(c) Provide a detailed description of each projection, evaluation, estimate, review or study of 

any type which you contend demonstrates that the Project is "necessary to provide 

needed health cam in the area to be served"; 

RESPONSE: The projections, evaluations, estimates and reviews demonstrating that the 
Project is necessary to provide needed healthcare in the area to be served are set forth in the CON 
application at issue, the responses to requests for supplemental information from the HSDA staff, and in 
the PowerPoint presentation prepared by Mr. Garen for presentation at the HSDA meeting on June 25, 
2014. The HSDA staff report on the application at issue and on CON application CH0908-043 also 
demonstrate that the Project is necessary to provide needed health care in the area to be served, as do the 
area stakeholder comments recorded by Mr. Garone in the documents being produced. 

(d) Identify each person who assisted or participated in any way in obtaining, preparing or 

supplying any information included in any such projection, evaluation, estimate, review, 

or study. 

RESPONSE: Mark Garone, and Jim Shaheen participated in the efforts listed in this 
Interrogatory. Mr. Garone also consulted with 8131fs outside legal counsel on these issues. ' 

29. If you contend that the Project can be "economically accomplished and maintained," as 

required in Tenn. Code Ann. § 63-11-1609(b), or satisfies any or all of the criteria contained in HSDA 

Rule 0720-11.4/1(2), then: 

(a) State the factual basis for your contention; 

RESPONSE: The Project can be economically accomplished and maintained, as 
required by T.C.A. § 68-11-1609(b). The Project also satisfies all of the criteria listed in HSDA Rule 
0720-11-.01(4 As the Department of Mental Health and Substance Abuse Services ("MESAS") 
repeatedly found in the three reports it generated on this Project, the Project has reasonable costs and can 
be completed in a timely manner. Furthermore, adequate funds are available for the development of the 
Project through the assistance of Dobbs Management Services, LLC, bank credit lines, and cash flows 
from existing operations. As the MHSAS reports indicate, adequate funding is available and projected 
gross revenues in Years 1 and 2 appear to be sufficient to ensure the economic feasibility of the Project. 
Furthermore, the Project will participate in state and federal revenue programs. As noted in the 
application, communications with the Tennessee Bureau of TennCare have led the applicant to believe 
that it will be able to participate in the TennCare program, not only for children and adolescents, but also 
for adults even though it is classified as an institute of mental disease (JMD). At the MHSAS reports 
indicate, there are no other free-standing psychiatric hospital facilities in the proposed service area. 
Therefore, sharing the facilities is not likely to occur or be available to the applicant in the service area. 
In order to meet the needs for inpatient psychiatric facilities in this service area, there are no alternatives 

23 

SBH-KINGSPORT 001582 SBH-KINGSPORT 001582



other than to construct a new facility in Kingsport, in Sullivan County, in order to serve the five counties 
of the service area. 

Even though the projected average length of stay for the Project will be (as earlier set forth 
above) an ALOS of 9.2 days, the Project will be economically feasible. The applicant projects that the 
number of patient days will remain the same as projected in Years 1 and 2. However, due to the 
alterations of projected ALOS, the number of admissions is projected to rise in Year I to approximately 
946 and in 1,859 in Year 2. As noted, the number of patient days each year for the first two years of 
operation, 8,700 patient days in Year 1 and 17,100 patient days in Year 2 remain as originally projected 
in the certificate of need application and its supplements. 

SBH built its projected utilization in this Project around its ability to ramp up and staff the 
Project SBH's ramp-up average daily census is controlled by its pace of development, not by any other 
factor. 

(b) Identify each person who has knowledge supporting this contention and describe the 

general nature of each such person's knowledge; 

RESPONSE: Mike Garone and Jim Shaheen have the knowledge specified in this 
Interrogatory, as does Michael Orians, the vice president and treasurer of Strategic Behavioral Health, 
LLC. Legal counsel for Petitioner also has such knowledge. 

(e) Provide a detailed description of each projection, evaluation, estimate, review, or study of 

any type which you contend demonstrates that the Project can be "economically 

accomplished and maintained"; and 

RESPONSE: The "Project Cost Chart" and "Projected Data Chart" in the CON 
application at issue, the CON application itself, and the responses to requests for supplemental 
information from the HSDA staff demonstrate that the Project can be economically accomplished and 
maintained, as do the HSDA staffsummmy and the MHSAS reports. 

(d) Identify each person who assisted or participated in any way in obtaining, preparing, or 

supplying any infomiation included in any such projection, evaluation, estimate, review, 

or study; 

RESPONSE:  The requested individuals are: Mike Garone, Sim Shaheen and Mike 
Orians. 
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30. If you contend that the Project will "contribute to the orderly development of 

adequate and effective health care facilities and/or services" as required in Tenn. Code Ann. § 68-11-

1609(b), then: 

(a) State the factual basis for your contention; 

RESPONSE: The Project will contribute to the orderly development of adequate and 
effective healthcare facilities and/or services as required by T.C.A. § 68-11-1609(6). It will also satisfy 
all the criteria set forth in HSDA Rule 0720-11-.01(3). As noted in the application and supplementals, 
there is no significant competition for this Project in the service area proposed, other than the 12 beds 
located at Bristol Regional Medical Center in Bristol, Tennessee. Therefore, there is no negative effect 
due to duplication or competition arising by this Project The relationship of the Project to the existing 
healthcare system, such as satisfaction of the requirements of the Guidelines for Growth and TennCare 
involvement, are also indications that it contributes to the orderly development of adequate and effective 
healthcare facilities and/or services. The applicant has already had discussions with schools of nursing 
and physicians in Sullivan County with regard to physicians in east Tennessee regarding assisting the 
medical school at ETSU and the nursing programs at local area colleges regarding training opportunities 
for their students. The applicant is confident of the availability and accessibility of human resources 
required by the proposal, as set forth in the application and supplemental responses. Representatives of 
the applicant have already been approached by healthcare professionals in east Tennessee seeking 
employment at the Project upon its completion. The Project will satisfy all applicable governmental 
professional standards; Strategic Behavioral Health, LLC has significant experience in developing and 
operating numerous inpatient psychiatric facilities in other states, and will utilize that experience and 
those skills in developing and operating the Project. 

(b) Identify each person who has knowledge supporting thus contention and describe the 

general nature of each such person's knowledge; 

RESPDNS  : Mike Carona and Jim Shaheen have knowledge supporting this contention 
generally and as set forth in the CON application, supplemental responses, and these Responses to 
Interrogatories. The individuals who submitted letters of support for the Project or spoke in support 
thereof at the June 25, 2014 HSDA meeting also have such knowledge, as does counsel for the 
Petitioner. Legal counsel for Petitioner also has such knowledge. 

(c) Provide a detailed description of each projection, evaluation, estimate, review or study of 

any type which you contend demonstrates that the Project will "contribute to the orderly 

development of adequate and effective health care facilities and/or services"; and 

RESPONSE: The specific projections, evaluations, estimates, reviews or studies are set 
forth in the CON application at issue, the responses to USDA staffs requests for supplemental 
information, the HSDA staff summary on the Project, the MHSAS reports on the Project, and the 
Powerpont presentation prepared by Mr. Garone for the June 25, 2014 USDA meeting. 
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(d) Identify each person who assisted or participated in any way in obtaining, preparing, or 

supplying any information included in any such projection, evaluation, estimate, review, 

or study. 

RESPONSE: The persons specified in this Interrogatory are Mike Garone and Jim 
Shaheen. They also consulted with SBH's outside legal counsel on these issues. 

31. Please identify the Vanderbilt University statistician referenced on pg. 11 of the June 

25, 2014 hearing transcript. With respect to this individual, provide the following information: 

(a) When and by whom this statistician was retained; and 

RESPONSE: Petitioner objects to this Interrogatory because the information it seeks is 
proprietary, highly confidential and constitutes a trade secret of SBH. Without waiver of the foregoing 
objection, Petitioner states that the information sought herein will be provided subject to an appropriate 
protective order. 

(b) The dates of any written analysis, specific data or statistics, consideration or estimation 

provided by this statistician. 

RESPONSE: The referenced report was done in the summer of 2012. 

32. Please identify all "developmentally delayed" programs offered by SBH referenced 

on pg. 74 of the June 25, 2014 hearing transcript. 

RESPONSE: SBH operates such a program at the Strategic Behavioral Center in 
Garner, North Carolina. 

33. During the HSDA meeting on June 25, 2014, a representative of SBH claimed that 

"there is an overwhelming belief by clinicians in the area that don't believe Woodridge offers a quality 

of care." (See page 15 of the hearing transcript.) With respect to this claim, provide the following 

information: 

(a) The factual basis for the claim; 

RESPONSE: The Petitioner objects to this Interrogatory because it does not accurately 
quote the HSDA June 25, 2014 hearing transcript. Without waiver of the foregoing objection, the 
Petitioner further asserts as follows: The quote specified in this Interrogatory is itself a quote from the 
support letter submitted by Harold Leonard, Regional Chair of the Tennessee Suicide Prevention 
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Network. The transcript's language specifically states as follows, on page 15: "He goes on to state that 
there is an overwhelming belief by clinicians in the area that they don't believe Woodridge offers a 
quality of care." The "quality of care" language is quoted text from Mr. Leonard's letter of support for 
the Project. 

(b) If you have conducted or caused to be conducted or have reviewed or are relying on any 

written analysis, specific data or statistics, consideration or estimation in support of this 

argument, identify each such analysis, consideration or estimation; and 

RESPONSE: The HSDA meeting transcript text quoted in this interrogatory is drawn 
from continents by a person in the mental health field in East Tennessee. It was quoted by Mr. Garone 
for the purpose of showing views held in East Tennessee about Woodridge. Letters expressing similar 
sentiments were also submitted to the HSDA in support of this position: see pages 115-116 and 118 of 
the HSDA mailout package. 

(c) Identify each person who has knowledge of the facts supporting these statements. 

RESPONSE: See the letters referred to by Mr. Garone which are contained in the letters 
of support submIted to the HSDA in support of the Project, especially the letter of Harold Leonard, 
contained at page 117 in the CON application mailout package. 

34. Identify the payor mix (Medicare, Medicaid, commercial insurance, charity 

care/indigent, private pay, etc.) for all Strategic Behavioral Health, LLC facilities from January 1, 2011, 

to the date of your response. 

RESPONSE: The payer mix at all current SBH facilities is as follows, except for 
psychiatric residential treatment facilities, whose data are not included in the analysis below: 

Payer Percentage of Charges 
Medicaid 19.5% 
Medicare 29.3% 
Commercial 7.0% 
HMO/PPO 38.6% 
Self pay 1.2% 
Uncompensated care 4.5% 

(includes bad debt, 
denials and 

administrative 
adjustments) 
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35. Identify the average length of stay for each payor identified in your response to 

Interrogatory No. 34 for all Strategic Behavioral Health, LLC facilities from January I, 2011, to the date 

of your response. 

RESPONSE: The requested average length of stay data for all current SBH facilities is 
as follows, except for psychiatric residential treatment facilities, whose data are not included in the 
analysis below: 

Payor ALOS 
Medicaid 9.8 days 
Medicare 12.2 days 
Commercial 7.5 days 
HMO/PPO 7.7 days 
Self pay 6.7 days 

36. Identify the number of involuntary admissions accepted at all Strategic Behavioral 

Health, LLC facilities, per year, from January 1, 2011, to the date of your response. For each 

involuntary admission accepted, please identify the payor type (Medicare, Medicaid, commercial 

insurance, charity carefindigent,private pay, etc.). 

RESPONSE: Strategic Behavioral Center - Wilmington: 2011 - N/A; 2012 - N/A; 2013 
- 113; 1/1/14 to 10/1/14 - 359 

Strategic Behavioral Center - Raleigh: 2011 - N/A; 2012 - N/A; 2013 - 380; 1/1/14 to 10/1/14 - 
517 

Strategic Behavioral Center - Charlotte: 2011 - N/A; 2012 - N/A; 2013 - N/A; 1/1/14 to 10/1/14 
- N/A 

Peak View Behavioral Health: 2011 - N/A; 2012 - N/A; 2013 - 1,493; 1/1/14 to 10/1114 -1,999 

Montevista Hospital: 2011 - data not available; 2012 - data not available; 2013 - 929; 1/1/14 to 
10/1/14 - 356 

Red Rock Behavioral Health: 2011 - data not available; 2012 - data not available; 2013 - 422; 
1/1/14 to 10/1/14 - 216 

Rock Prairie Behavioral Health: 2011 - N/A; 2012 - N/A; 2013 - N/A; 1/1/14 to 10/1/14 - 203 

Peak Behavioral Health: 2011 - do not have; 2012 - do not have; 2013 - do not have; 1/1/14 to 
10/1/14 - do not have 
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37. State whether you have policies and procedures governing information management, 

document retention or destruction, or related matters, and identify all documents that evidence, reflect, 

refer or relate to such policies and procedures that have been in effect since January 1, 2011. 

RESPONSE: The Petitioner has not yet promulgated such policies and procedures. 

38. Have any documents relating to the Project been destroyed? Identify each such destroyed 

document, indicate when and how it was destroyed and identify the person who destroyed the document 

or caused it to be destroyed. 

RESPONSE: The Petitioner is not certain; however, documents relating to the Project 
have never been intentionally destroyed to avoid discovery. 

39. Identify all Strategic Behavioral Health facilities currently operational or under 

construction and provide the following information: 

(a) For all operational facilities, please provide the date of opening. 

RESPONSE: 

a) Strategic Behavioral Center- Wilmington 
i) Date of Opening - Acute - 9/2013 --- PRTF - 10/2008 
ii) Semi-Private Rooms - Acute -10 / PRTF - 36 
iii) Private Rooms - 0 
iv) Co-Ed Adolescent Units - Acute - 2 / PRTF - 1 
v) Same Sex Adolescent Units - Acute - 0 / PRTF - 3 
vi) Question does not specify the date range 

b) Strategic Behavioral Center - Raleigh 
i) Date of Opening - Acute - 2/2013 — PRTF 10/2012 
ii) Semi-Private Rooms - 46 
iii) Private Rooms - 0 
iv) Co-Ed Adolescent Units - 8 
v) Same Sex Adolescent Units - 0 
vi) Question does not specify the date range 

c) Strategic Behavioral Center - Charlotte 
i) Date of Opening- 7/2013 
ii) Semi-Private Rooms - 30 
iii) Private Rooms - 0 
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iv) Co-Ed Adolescent Units —1 
v) Same Sex Adolescent Units — 4 
vi) Question does not specify the date range 

d) Peak View Behavioral Health 
i) Date of Opening — 2012 
ii) Semi-Private Rooms — 46 
iii) Private Rooms — 0 
iv) Co-Ed Adolescent Units — 0 or potential (2) as needed 
v) Same Sex Adolescent Units — 2 
vi) Question does not specify the date range 

e) Montevista Hospital 
i) Date of Opening — 1985 
ii) Semi-Private Rooms — 42 
iii) Private Rooms — 
iv) Co-Ed Adolescent Units —1 
v) Same Sex Adolescent Units — 0 
vi) Question does not specify the date range 

f) Red Rock Behavioral Health 
i) Date of Opening — 2006 
H) Semi-Private Rooms — 10 
iii) Private Rooms — I 
iv) Co-Ed Adolescent Units —N/A 
v) Same Sex Adolescent Units —N/A 
vi) Question does not specify the date range 

g) Rock Prairie Behavioral Health 
i) Date of Opening — 4/2013 
ii) Semi-Private Rooms — 36 
iii) Private Rooms — 0 
iv) Co-Ed Adolescent Units— 2 
v) Same Sex Adolescent Units — 0 
vi) Question does not specify the date range 

h) Peak Behavioral Health 
i) Date of Opening — 2002 
ii) Semi-Private Rooms — 59 
Hi) Private Rooms — 
iv) Co-Ed Adolescent Units — 1 acute 
v) Same Sex Adolescent Units — 4 PRTF 
vi) Question does not specify the date range 
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i) Clear View Behavioral Health 
i) Expected Date of Opening —November 2016 
ii) Projected Capitol Cost — Approx. $16.5 million 
iii) Semi-Private Rooms—N/A 
iv) Private Rooms — N/A 
v) Co-Ed Adolescent Units —N/A 
vi) Same Sex Adolescent Units — N/A 

(b) For each facility not yet in operation, please provide the expected open date and the 

projected capital cost for each facility. 

RESPONSE: The answer to this subpart is set forth in the response to Interrogatory 
39(a) above. 

(e) For all facilities, whether operational or under construction, identify the number of semi-

private versus private rooms. 

RESPONSE: The answer to this subpart is set forth in the response to Interrogatory 
39(a) above. 

(d) For all facilities, whether operational or under construction, identify the number of coed 

adolescent units versus same-sex units. 

RESPONSE: The answer to this subpart is set forth in the response to Interrogatory 
39(a) above. 

(e)  For operational facilities, the patient days and average length of stay for all patients for 

ages 0.17,18.64, and 65 and above. 

RESPONSE: ALOS data for SBH facilities is set forth in the response to Interrogatory 
10 above. 

40. Provide SBH's projected charge for DRG 751 (Major Depressive Disorder) and DRG 

753 (Bi-polar disorder). 

RESPONSE: Projected charges for DRG 751 and DRG 753 are both $1,578. 

31 

SBH-KINGSPORT 001590 SBH-KINGSPORT 001590



41. Provide the salaries and number of full time equivalents by each proposed employment 

position for the first three years of the Project's operation. 

RESPONSE: The Petitioner responds to this Interrogatory as set forth below with the 
proviso that the requested data are only available for first two years of operation. 

Year 1 Year 2 
Clinical 

rate FTE's FTE's 
day $10.00 Techs 5.6 12.2 
even $11.00 Techs 5.6 11.2 
night $12.00 Techs 5.6 11.2 

$45.00 Clinical Director 1.0 1.0 
$35.00 Program Director 1.0 2.0 
$22.00 Milieu Manager 0.0 1.0 

day $25.00 R.N.'s/U.M. 4.2 7.0 
even $27.00 R.N.'s/U.M. 4.2 7,0 
night $30.00 R.N.'s/U.M. 4.2 7.0 

$18.00 L.V.N. 4.2 8.4 
$25.00 Therapist 4.0 6.0 
$18.00 RT 2.0 2.0 

Totals 41.6 76.0 
Non-Clinical 

rate FTE's FTE's 
$72.12 Administrator 1.0 1.0 
$20.00 Administrative Secretary 1.0 2.0 
$40.00 Controller 1.0 1.0 
$30.00 BO Manager 1.0 1.0 
$17.50 BO Clerics 1.0 1.0 
$17.50 BO Biller 0.0 1.0 

$25.00 
Medical Records 
Supervisor 1.0 1.0 

$15.00 Medical Records 1.0 1.0 
$24.00 Marketing 3.5 3.5 
$10.00 Receptionist 2.8 2.8 
$40.00 Nurse Administrator 1.0 1.0 
$23.00 OP Director 0.0 1.0 
$12.00 Dietary 4.0 4.0 
$30.00 Utilization Review 1.0 2.0 
$24.00 Admissions 3.5 3.5 
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$25.00 HR Manager 1.0 1.0 
$12.50 HR 1.0 1.0 
$30.00 QA/Infection Control 1.0 1.0 
$15.00 Maintenance 1.0 1.0 
$12.00 Maintenance 1.0 1.0 

Totals 27.8 31.8 

42. For all FTEs identified in response to Interrogatory No. 41, state how many will be 

providing outpatient services/therapy. Please also provide the Project's projected volume of outpatient 

services by type of service. 

RESPONSE: Outpatient programing will share services and support with all 
departtnentsfpositions listed in Interrogatory #41. In Year 2 an OP Director will be hired. Detailed 
projected volume of outpatient services by type of service has not been conducted. 
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Mike Garone 

VERIFICATION 

I have read the foregoing responses to interrogatories and declare under penalty of perjury that 

they are true and correct to the best of my present knowledge. 

Executed on the  21  ?.--r  day of November. 2014. 
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AS TO OBJECTIONS: 

William H. West, Esq. 
Baker Donelson 13earman Caldwell & Berkowitz, P.C. 
211 Commerce Street, Suite 800 
Nashville, Tennessee 37201 
Telephone: 615-726-5561 
Email: bwest@bokerdonelson.com  
Counsel for Petitioner, SBH-Kingsport, LLC 
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CERTIFICATE OF SERVICE  

I hereby certify that a true and exact copy of the foregoing has been sent to the following counsel 

of record by hand delivery to the addresses below: 

James B. Christoffersen, Esq. 
Tennessee Health Services & 

Development Agency 
500 Deaderick Street, 9th  Floor 
Nashville, TN 37243 
E-mail: jim.christoffersen@state.tmus  

O. Brian Jackson (BPRNo. 015497) 
Travis B. Swearingen (BPR No. 025717) 
Butler Snow LLP 
150 Third Avenue South 
Suite 1600 
Nashville, TN 37201 

this day of November, 2014. 

die  
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HEALTH SERVICES AND DEVELOPMENT AGENCY MEETING 
APRIL 23, 2014 

APPLICATION SUMMARY 

NAME OF PROTECT: 

PROTECT NUMBER:  

ADDRESS:  

LEGAL OWNER: 

OPERATING ENTITY: 

CONTACT PERSON: 

DATE FILED:  

PROTECT COST:  

FINANCING:  

REASON FOR PILING: 

DESCRIPTION:  

SBH-Kingsport, LLC 

CN1312-050 

Unaddressed property at the end of Executive Park 
Blvd. 
Kingsport (Sullivan County), TN 37660 

SBH-Kingsport, LLC 
8295 Tournament Drive, Suite 201 
Memphis (Shelby County), TN 38125 

N/A 

Mike Garone 
(901-969-3100) 

December 13, 2013 

$11,717,915.00 

Cash Reserves, Revolving Credit, Net Cash Flows 

Establishment of a new 72 bed free-standing mental 
health hospital and initiation of inpatient psychiatric 
services 

SBH-Kingsport, LLC is seeking approval for the establishment of a new 72 bed 
free 'standing Mental health hospital and initiation Of inpatient psychiatric and 
substance abuse services. The proposed mental health hospital will consist of 28 
inpatient beds for psychiatric care for children ages 5-17, 18 inpatient beds for 
adult psychiatric care for adults ages 18-64, 16 inpatient beds for geropsychiatric 
care for ages 55+, and 10 adult chemical dependency beds. The proposed project 
will accept voluntary and/or involuntary admissions. If approved, the applicant 
plans to initiate services in November 2015. 

SBH-Kingsport, LLC 
CN1312-050 

April 23, 2014 
PAGE 1 
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SERVICE SPECIFIC CRITERIA AND STANDARD REVIEW: 

Psychiatric Inpatient Services 

A. Need 

1. The population-based estimate of the total need for psychiatric 
inpatient services is 30 beds per 100,000 general population (using 
population estimates prepared by the Department of Health and 
applying the data in Joint Annual Reports). 

Using the population estimates prepared by the Department of Health, 
the Guidelines for Growth Bed Need Formula calculate the following 
total bed need for inpatient psychiatric services: 

TN counties (Hawkins, Sullivan) 
2014 Population: 

Total 216,484 X 30 beds/100,000 =64.9 Beds 

2018 Population: 
Total 219,300 X 30 beds/100,000 = 65.8 Beds 

2. For adult programs, the age group of 18 years and older should be used 
in calculating the estimated total number of beds needed. 

2014 Population: 
Age 18+ 175,764 X 30 beds/200,000 = 52.7 Beds 
Age 65+ 44,484 X 30 beds/100,000 = 13.3 Beds 

2018 Population: 
Age 28+ 184,934 X 30 beds/100,000 = 55,5 Beds. 
Age 65+ 50,355 X 30 beds/100,000 = 25.1 Beets 

3. For child inpatient under age 13, and if adolescent program the age 
group of 13-17 should be used. 

2018 Population: 
Age 0-17 34,366 X 30 beds/100,000 = 103Beds 

SIMI-Kingsport, LLC 
CN1312-050 

April 23, 2014 
PAGE 2 
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4. These estimates for total need should be adjusted by the existent staffed 
beds operating in the area as counted by the Department of Health in 
the Joint Annual Report. 

Service Area 
Population 
(2018) 

Need 
Pop. x(30 beds/100,000) 

Current 
Beds 

Net 
Need 

Hawkins and Sullivan 
County (TN) 

219,300 65.8 12 538 

Wise Scott, Lee (Va.) 89,174 27 0 27 
Total Proposed 

'Service Area 
308,474 92.8 12 80.8 

EIMMORtnign NMEOTO Offeatting:::!fmint :1:,.-0,11,nwiroiga, 
Contiguous 
Washington, Greene 

209,964 63 100 Surplus 
37 

Total 512,438 155.80 112 43.80 

It would appear the application meets this criterion, when considering 
only the applicant's declared service area. When including contiguous 
Washington and Greene Counties, there is a net need of 43.8 beds. 

B. Service Area 
1. The geographic service area should be reasonable and based on an 

optimal balance between population density and service proximity or 
the Community Service Agency. 

The geographic area includes Hawkins and Sullivan counties located in 
Tennessee. The proposed project will be located in Kingsport (Sullivan 
County). The applicant has also included the contiguous counties of Wise, 
Scott and Lee in Virginia. 

It would appear the application meets this criterion. 

2. The relationship of the socio-demographics of the service area, and the 
projected population to receive services, should be considered. The 
proposal's sensitivity to and responsiveness to the special needs of the 
service area should be considered including accessibility to consumers, 
particularly women, racial and ethnic minorities, low income groups, 
and those needing services involuntarily. 

The applicant slates there is a need for chemical dependency services for 
low-income age groups and individuals. In addition, involuntary 
ptychiatric inpatient admissions will be accepted. 

SBH-Kingsport, LLC 
CN1312-050 

April 23, 2014 
PAGE 3 
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It would appear the application meets this criterion. 

C. Relationship to Existing Applicable Plans 

1. The proposal's relationship to policy as formulated in state, city, 
county, and/or regional plans and other documents should be a 
significant consideration. 

There are no identified state, city, county or regional planning 
documents provided by the Tennessee Department of Mental Health and 
Substance Abuse Services. 

This criterion does not apply to this application. 

2. The proposal's relationship to underserved geographic areas and 
underserved population groups as identified in state, city, county 
and/or regional plans and other documents should be a significant 
consideration. 

There are no identified state, city, county or regional plans that require 
consideration. 

This criterion does not apply to this application. 

3. The impact of the proposal on similar services supported by state 
appropriations should be assessed and considered. 

According to a memo dated May 17, 2012 from the Tennessee 
Department of Mental Health and Substance Abuse Services, 
LalcenhOre Mental Health Institute (LMHI) closed on June 30, 2012. 
Lakeshore Mental Health Institute is the Regional Mental Health 
Institute previously designated to serve a 24 county catchment area in 
East Tennessee that included the counties of Hawkins and Sullivan. 
The Tennessee Department of Mental Health and Substance Abuse 
Services expanded its contracts with 3 private psychiatric hospitals to 
provideservices to uninsured persons, which would accommodate most 
of the uninsured patient who Would have been served by LMHI. The 3 
inpatient psychiatric facilities are Woodridge Hospital located in 
Johnson City (Washington County), Ridgeview Psychiatric Hospital 
and Center in Oak Ridge (Anderson County), and Peninsula Hospital 
in Louisville (Mount County). Moccasin Bend Mental Health 

SBH-Kingsport, LLC 
CN1312-050 

April 23, 2014 
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Institute, located in Chattanooga, TN is currently the designated 
Regional Mental Health Institute to serve the 24 counties previously 
served by LMI-IL 

The proposed 72 bed psychiatric inpatient facility will be classified as 
an IMD (Institute for Mental Disease). For TennCare admissions 
(ages 21-64), TennCare will not receive matching federal funds. The 
cost of patient care for TennCare enrollees for age 21-64 will be 
reimbursed using 100% state funds. 

It is not possible to determine what, if any,. impact this proposal may 
have on similar services supported by state appropriations from the 
limited data that is currently available. 

4. The proposal's relationship to whether or not the facility takes voluntary 
and/or involuntary admissions, and. Whether the fatility serves acute 
and/or long-term patients, should be assessed and considered. 

The applicant will accept involuntary admissions. 

It would appear the application meets this criterion. 

t. The degree of projected financial participation in the Medicare and 
TennCare programs should be considered. 

The applicant plans to contract with all area TennCare managed care 
Organizations and participate in Medicare. 

It would appear the application meets  this criterion. 

D. Relationship to Existing Similar Services in the Area 

1. The area's trends in occupancy and utilization of similar services 
should be considered. 

Bristol Regional Medical Center (BRMC), d 72 bed inpatient 
psychiatric facility (ages 18+), is the only inpatient psychiatric 
inpatient provider in the proposed 2 county Tennessee service area of 
limukins and Sullivan Counties. The psychiatric inpatient occupancy 
rate for BRMC was 72.8% in 2010 55.8% in 2011 MO 62.7% in 2012. 

SBH-Kingsport, LLC 
CN1312-050 

April 23, 2014 
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Woodridge Psychiatric Hospital (84 beds-accepts all ages) in 
contiguous Washington County experienced a 65% occupancy rate in 
2011, 70% in 2012, and 72.3% in 2013. 

Takoma Regional Hospital (16 beds gem-psych) in contiguous Green 
County experienced an occupancy rate of 30.6% in 2011, 38% in 2012, 
and 35% in 2013. 

It would appear the application meets this criterion. 

2. Accessibility to specific special need groups should be an important 
factor. 

Charity care will account for approximately 4.8% of total gross revenue 
in Year One and Year TriM equaling M $686„430 (421.9 days) and 
$1;349,190 (823.3 days), respectively. 

It would appear the application meets this criterion. 

E. Feasibility 

The ability of the applicant to meet Tennessee Department of Mental Health 
and SabstaticuAbase Services (DMHSAS) licensare requirementi (related to 
personnel and staffing for psychiatric inpatient facilities)'should be 
considered. 

The applicant is aware and understands the licensing and certification as required 
by the State of Tennessee fir medical and clinical staff. 

It appears the application meets this criterion. 

SBH-Kingsport. LLC 
CN1312-050 

April 23, 2014 
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STAFF SUMMARY 

Note to Agency members: This staff summanj is a synopsis of the original 
application and supplemental responses submitted by the applicant. Any HSDA 
Staff comments will be presented as a 'Note to Agency members" in bold italic. 

SBH-Kingsport, LLC will be designated an IMD (Institution for Mental Disease) . 
Federal matching payments for Medicaid are not available to states for 
reimbursement to 1MDs for patients ages 21-64. In the supplemental response, 
the applicant indicates SBH-Kingsport, LLC will be able to accept TennCare 
admissions if SBH is successful in becoming a contracted TennCare provider. 
However, it appears the TenreCare cost for a patient stay to an IMD will be 
reimbursed from State funds only. 

Note Agency Members: As part of the Medicare Catastrophic Act of 1988 (Pub.'. 
100-360), Congress defined an 1MD as a facility with more than 16 beds. This 
was apparently added to promote small, community-based group living 
arrangements as an alternative to large institutions. The result of these 
amendments is that Medicaid currently provides mental health treatment 
covetage for a large percentage of people with Medicaid, but mat coverage is 
excluded for inpatient treatment of adults aged 21 to 64 in any acute or long-
term care institutions with 17 or more beds that are primarily engaged in 
providing treatment for mental illnesses. This payment exclusion became known 
as the Medicaid IMD exclusion. Source: httpl/www.medicaid.gov.  

History 
The following is a timeline of events that have impacted SBH-Kingsport, LLCs 
proposed service area of Hawkins and Sullivan counties. 

e 2008-The Mental Health Parity and Addiction Equity Act of 2008 is 
approved. The parity law aims to ensure that when coverage for mental 
health and substance use conditions are provided, it is generally 
comparable to coverage for medical and surgical care. Source:: U.S Dept. of 
health and Human Services, hitpjlospeiths.gov/health/reporls/2073/inenfaVrtnienial.cfm.  

• 2009-MSHA, Woodridge Psychiatric Hospital (satellite of Johnson City' 
Medical Center), CN0908-043A, located in adjacent Washington County, is 
approved at the November 18, 2009 Agency meeting for the addition of 9 
psychiatric beds increasing the hospital bed complement from 75 to 84. 

• 2009-As a result of the approval of CN0908-043A, MSHA agrees to de-
license 61 psychiatric beds at Indian Path Pavilion located 24.6 miles in 
adjoining Sullivan County. 

SBH-Kingsport, LLC 
CN1312-050 

April 23, 2014 
PAGE 7 

SBH-KINGSPORT 001602 SBH-KINGSPORT 001602



• June 30, 2012- Lakeshore Mental Health Institute, a licensed 250 bed State 
operated Regional Mental Health Institute (RMIN) serving 26 East 
Tennessee counties closed. 

• May .2012- The Tennessee Department of Health expands existing 
contracts with the following three private psychiatric facilities to provide 
services to uninsured patients who would have been served by LMHE 
Woodridge Psychiatric Hospital (Washington County) Ridgeview 
Psychiatric Hospital & Center in Oak Ridge (Anderson County), and 
Peninsula Hospital in Louisville (Blount County). 

• 2014-According to a US Department of Health and Human Services, 
Assistant Secretary for Planning and Evaluation (MPH) Office of Health 
Policy Research Brief, the Affordable Care Act, building on the Mental 
Health Parity and Addiction Equity Act; will expand coverage of mental 
health and substance use disorder benefits and federal parity protections 
in three distinct ways (1) Essential Health Benefits (2) Parity in Individual 
and Small Group Markets (3) Increasing Access to Quality Health Care. 
The Brief is attached at the end of this summary. 

Note to Agency members: The number of applications for psychiatric 
inpatient beds has increased (most likely due to the increased coverage for 
mental health services under the ACA). The following five applications 
totaling 192 beds have been or will be heard in 2014. 

• Rolling Hills Hospital, (Williamson County), CN1312-0514, approved for 
the addition of 40 psychiatric beds to its existing 80 bed mental health 
hospital at the March 26, 2014 Agency meeting. 

• Woodridge of West Tennessee, (Madison County), CN1309-035A, 
approved for the establishment of a 16 bed geriatric inpatient psychiatric 
facility at the January 22, 2014 Agency meeting. 

• Crestrnyn Behavioral Health, (Shelby County), CN1310-040, request for 
the establishment of 60 bed mental health hospital located in Shelby 
County to be heard at the April23, 2014 Agency meeting. 

• SBH-Kingsport, (Sullivan County), C1V1312-050, (this applicant) request 
for the establishment of a 72 bed mental health hospital. 

• Athens Regional, (McMinn County), filed a LO/ April 1, 2014 for the 
addition of (4) gero-psychiatric beds to its existing 20 bed unit. 

SIM-Kingsport, LLC 
CN1312-050 

April 23, 2014 
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Need 
The applicant provides the following justification in the original application: 

• Indian Path Pavilion closed their 61 bed inpatient psychiatric unit. 
• Lakeshore Mental Health Institute, a 250 licensed bed state operated 

Regional Mental Health Institute (RMHI) serving Northeast Tennessee, 
dosed its doors. 

• Only 12 inpatient psychiatric beds in the proposed service area are 
currently operational. 

Ownership 
SBH-ICingsport, LLC is wholly owned by Strategic Behavioral Health, LLC, 
Strategic Behavioral Health, LLC is a company based in Memphis, Tennessee 
that operates 7 psychiatric hospitals in Colorado, Nevada, New Mexico, and 
North Carolina and has one under development in College Station, Texas. If 
approved, SBH-Kingsport, LLC will be its first psychiatric hospital based in 
Tennessee. 

A list of inpatient chemical dependency and psychiatric units owned by Strategic 
Behavioral Health is listed in Supplemental One. 

Facility Information 
• The proposed Sf3H-Kingsport, LLC facility will be a 52,263 SF one story 

building located on 9.7 acres. 

Inpatient Areas 
• The inpatient area consist of 27,044 SF. 
• Each patient room is double occupancy with an adjacent restroom. 
• The sixteen (16) bed geriatric unit contains a living room, group room, 

doctor office, seclusion room, and a centrally located nurse's station. 
• The additional fifty-six beds are separated into four units (two with 18 

beds and two with 10 beds). 
• Two acute care units share a nurse's station, med room and seclusion 

room. 
•. There are two (2) classrooms for child and adolescent patients. 
• A 2,223 SF gymnasium is available for all patients. 
• A 552 SF pharmacy Is on-site. 

Outpatient and Assessment Areas 
• Outpatient and Assessment areas are individually secure from each other 

and the rest of the building 

SBH-Kingsport, LLC 
CNI312-050 
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• The assessment suite includes rooms for patient assessment, financial 
counseling, and private family waiting. 

• The outpatient suite houses individual and group therapy rooms. 

Service Area Demographics  
SBH-Kingsport, LLC declared primary service area is Hawkins and Sullivan 
Counties in Tennessee, and the counties of Wise; Scott, and Lee in Virginia. 

Tennessee Total Population 
• The total population of the service area is estimated at 216,484 residents in 

calendar year 2014 increasing by approximately 1.3% to 219,300 residents 
in CY 2018. 

• The total population of the State of Tennessee is expected to grow 3.7% 
during the same timeframe. 

13-17 Population 
• The total 13-17 population is estimated at 13,326 residents in 2014 

decreasing approximately 7.2% to 12,358 residents in 2018. 
• The age 13-17 population in the State of Tennessee overall is expected to 

increase 0.8% during the same timeframe. 
18-64 Population 
• The total 18-64 population is estimated at 175,764 residents in 2014 

increasing approximately 12.9% to 50,355 in 2018. 
• The total 18-64 population in the State of Tennessee overall is expected to 

increase by 4.4% during the same timeframe. 
65+ Population 
• The total 65 and older population is estimated at 44,484 residents in 2014 

increasing approximately by 5.2% to 184,934 in 2018. 
• The age 65+ population in the State of Tennessee overall is expected to 

increase 123% during the same timeframe. 
TennCare 
• The latest 2013 percentage of the proposed service area population 

enrolled in the TennCare program is approximately 18.1%, as compared 
to the statewide enrollment proportion of 18.2%. 

Source: The University of Tennessee Center for Business and Economic Research 
Population Projection Data Files, Reassembled by the Tennessee Department of Health, 
Division of Policy, Planning and Assessment, Office of Health Statistics. 

SBH-Kingsport, LLC 
CH1312-050 

April 23, 2014 
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Virginia Total Population 

The following table reflects population statistics for SBH-Kingspor Vs 3 proposed 
service area counties in Virginia. 

County 0-18 65+ 2010 2012 %change 
-1.3% Wise 8,429 6,015 41,452 40,918 

Scott 4,306 4,647 23,177 22,782 -2.3% 
Tee 5,044 4,458 25,587 25,474 -0.4% 
Total 17,779 15 120 90,216 89,174 -1.2% 
Source: htiPiAdekracts.censutRozil filsfates.51$1195.html 

Overall, the proposed three county service area in Virginia will experienced a 
1.2% decrease in population from 2010 to 2012. 

SBH-Kingsport, LLC 
CN1312-050 

April 23, 2014 
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Service Area Historical Utilization 

Migration of patients from the proposed 
Tennessee service area 

."-''"' County Ages- 
11 

% of 
total 

Age 
12- 
17 

% of 
total 

Age 
18-54 

% of 
total 

Age 
551- 

% of 
total 

Total % of 
total 

service 
nrea 
nticnts 

Acute Core Hospitals girkerrini . ° 1  
26 Peninsula Hospital Blount 7 33.3% 32 23.2% 174 13.8% 8.1% 239 13.8% 

Sycamore Shoals 
Hospital 

Carter 0 0 0 0 3 0,23% 42 13.1% 45 2,6% 

Vanderbilt University 
Hospital 

Davidson 0 0 0 0 6 0.47% 0 n/a 6 0.34% 

Parkridge Valley 
Child and Adolescent Hamilton 1 4.7% 6 4.3% 0 n/a 0 nist 7 0.40% 

IVellment Regional 
Medical Center Sullivan 0 0 0 Na 157 12.5% 86 26.9% 243 14% 

Woodridge 
Psychiatric Hospital 

Washington 13 92% 100 72.5% 862 68.5% 150 46.9% 1,125 65% 

Other roviders 0 n/a 0 n/a 11 0.37% 16 5.0% 

n/a 

27 

42 

1.6% 

2.4% 

State Mental Health 

Hospitals 

, 
kt a 

. 

3.3% 0 
Mocassin Bend 
Mental Health 
Institute 

Hamilton 0 n/a 0 We 42 

`Lakeshore Mental 
Health Institute Knox 0 n/a 0 n/a 0 0 0 n/a 0 n/a 

Middle 
Tennessee Mental 
Health Institute 

Davidson 0 . nla 0 n/a 4 0.31% 0 n/a 4 0.23% 

Total 
tat -so, 21 138 ,259 320 

' ' ' • " 
1,738 

--- Source: D00120001 al 1 , asp se torgo :MN, on selectI SII0 1 

Diagnostic Cotcyory (MVC)19-Mental Disease Visor cc, 
'There was to lotul Annual Report filed hor inkeeltorc Menial Health for 2012. The 2011 UAW oiat Ann NI Report indicated 

line Welt 3> patients admitted fi ont Hay ins Coolly mu, 135 palkuls nthnilled from Sullivan County, 

Woodridge Psychiatric Hospital has the overall highest percentage of 
patients from the proposed Tennessee service area totaling 65% or 1,125 
patients in 2012. In addition, WPH also has the overall highest percentage 
of patients for the following age categories in 2012: 5-11 (92%), 12-17 
(71%), 18-54 (67.6%), and 55+ (42.8%). 

SBH-Kingsport,LLC 
CN1312-050 

April 23, 2014 
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Note to Agency members: Since WPH has a 65% market share in the Tennessee 
portion of the applicant's service area, the following will assess the impact of 
the proposed project on WPM 

The counties of Sullivan and Hawkins are currently in WPH's service area. If 
SBH-Kingsport, LLC is approved, the counties of Sullivan and Hawkins will be 
shared between Woodridge and SBH. An analysis of Woodridge Psychiatric 
Hospital's 5 county service area, need, and historical utilization would provide 
an overview of the possible impact on WPH, if SBH-Kingsport, LLC is approved. 

The following is the migration of patients from Virginia to Woodridge 
Psychiatric Hospital in 2012. 

Facility COUNTY Wise Scott Lee Virginia 
Total 

Ont 
of 
State 
Total 

Tennessee 
Total 

Grand 
Total 

Woodridge 
Psychiatric 
Hospital 

Washington 0 74 0 274 351 3,222 3,573 

Source; 2012 Joint Annual Report 

• The above table indicates- only 2.1% of all of Woodridge Psychiatric 
Hospital's admissions came from the counties of Wise, Scott and Lee 
C.ounties. 

According to a previously filed application by Woodridge Psychiatric Hospital 
(WPH), CNO908-043A in 2009 WPH's primary service area is Washington, 
Sullivan, Carter, Greene and Hawkins Counties in Tennessee. Eighty-five percent 
(85.2%) of Woodridge patients come from these five counties The following is 
an analysis of Woodridge's current primary service area. 

SBH-ICingsport, LLC 
CN1312-050 

April 23, 2014 
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VVPH 5 Count Service Area Facilities 
Bed Need Facility located in service area 

County 201E1 
Population 

Multiply 
30/100,000 

Facility Beds Distance to 
applicant 

(SB1-I) 
Sullivan 161,136 48.33 Weilmont 

Regional 
Medical Center 

12 Beds 
Ages 
18+ 

16.1 miles 

Washington 138,370 41.51 MSI-IA: 
Woodridge 
Psychiatric 
Hospital 

84 Beds 
All Ages 

21 miles 

Carter 57,680 17.30 ^1 j 1v1SHA: 
Sycamore 
Psych Hospital 

12 Beds 
Gero- 
Psych 

30.2 miles 

Greene 71,594 21.47 Wellmont 
Health 
Alliance: 
Takoma 
Regional 
Hospital 

16 Beds 
gero- 
psych 

37.2 miles 

Hawkins 58,164 17.44 No psych 
acilit 

124 beds Total 486,944 146 beds — 

• The above table indicates there is a net need of 22 psychiatric beds in 
Woodridge's 5 county service area applying current Guidelines for 
Growth need standards of 30 beds per 100,000 population. 

• There appears to be one (1) twelve (12) bed psychiatric unit for children 
ages 1-17 located at WPM.. This represents 10% of total available beds in 
the service area. The bed need formula for the 0-17 age group for the 
Woodridge 5 county service area (88,638 pop.) for 2018 indicates a need of 
27 child and adolescent beds resulting in a need of 15 additional beds. 

• The range of distances from SBI-I to existing providers in WPH's 5 county 
service area ranges from 16.1 miles to 37.2 miles. 

SBH-Kingsport, LLC 
CN1312-050 

April 23, 2014 
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Woodridge Historical Utilization Trends 
Facility County Beds 

(2012) 
2011 

Patient 
Days 

2012 
Patient 
Days 

*2013 '1011370 
Change 

2011 
Occup 

2012 
Occup. 

2019 
Occup. Patient 

Days 
Woodridge 
Psychiatric 
Hospital 

Washington 84 19,827 21,329 22,182 +11.9% 65% 70% 72.3% 

"2013 Provisional 1AR 

• The above chart indicates Woodridge Psychiatric Hospital's inpatient 
utilization in their five county service area increased 11.9% from 19,827 
patient days in 2011 to 22,182 patient days in 2013. 

Service Area Historical Utilization and Overall Market Share 

Facility County Beds 
(2012) 

2010 
Patient 
Days 

2011 
Patient 
Days 

2012 
Patient 
Days 

'10212 
% 

Change 

2010 
Occup 

2011 
Occup. 

2012 
Occup. 

Service 
Area 

InpatEenla 

Service 
Area 

Patients 
as a% 

of total 

Bristol 
Regional 
Medical 

Sullivan 12 3,189 2,948 2,745 -13.9% 72.8% 55S% 62.7% 243 13.7% 

Center 
Source: Tennessee Department of Health, Pint Annual Reports- 2010, and 

a The above chart indicates inpatient psychiatric utilization at the one 
psychiatric unit in the proposed service area decreased 13.9% from 3,189 
patient days in 2010 to 2,745 patient days in 2012. 

Applicapt Projected Utilization 
SBH-Kingspott, 1.1-C's projected utilization for the first two years after project 
completion is presented in the table below: 

Beds Year 1 
Admits 

Year l' 
Patient 
Days 

Year 1 
ALOS 

?earl °A 
Occupancy 

Year2 
Anna* 

Year2 
Patient 
Days 

Year2 
ALOS 

Year 2% 
Occupancy 

n 725 8,700 12 days 33% 1,925 17j110 12 days 65% 

Project Cost 
Major costs are: 

• Cohatruc lion Cost- $8,000,002, or 68.3% of cost. 
• Acquisition of Site- $925,000, or 7?9% of the total cost. 

• Preparation Of Site-$675,000, or 5.8% of cost. 
• For other details an Project Cost, see the Project Cost on page 20. 

SBH-Kingsport, LLC 
CN1312-050 

April 13, 2014 
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• The applicant expects the construction cost per square foot to be $153.00. 
This falls below the 1st quartile for hospital construction of $234.64/sq. for 
projects previously approved between 2010 and 2012. 

Financing 
A December 11, 2013 letter from Michael A. Orians, CFO, confirms that Strategic 
Behavioral Health, LLC (parent company of SBH-Kingsport, LW) has the 
necessary financial resources through cash balances, access to a revolving credit 
loan, and cash net flows to fund the project. Cash balances on hand total $4.1 
million and cash flow equals $917,915, A December 12, 2013 letter from Stephen 
C. Taylor of Fifth Third Bank confirms the availability of a $15.5 million 
revolving credit loan with a current variable rate of 3.75%. 

Historical Data Chart 
Since this is a new facility, a historical data chart was not provided. 

Projected Data Chart 
The applicant projects $14,154,600.00 in total gross revenue on 8,700 days during 
the first year of operation and $28,023,800 on 17,100 days in Year Two 
(approximately $1,639 per day). The Projected Data Chart reflects the following: 

• Net operating income less capital expenditures for the applicant will equal 
a losi of ($1,334,340) in Year One increasing to $676,853 in Year Two. 

• Net operating revenue after contractual adjustments is expected to reach 
$9,603,359 or approximately 34.3% of total gross revenue in Year Two. 

• Charity care at approximately 4.8% of total gross revenue in Year One and 
Year Two equaling to $686,430 (422 days) and $1,349,190 (823 days), 
respectively. 

Strategic Behavioral Health, LLC and Subsidiaries consolidated Statement for the 
period ending December 31, 2012 indicates $2,820,508 in cash and cash 
equivalents, total current assets of $11,825,136, total current liabilities of 
$6,338,091, and a current ratio of 1.87:1. 

Current ratio is a measure of liquidity and is the ratio of current assets to current 
liabilities which measures the ability of an entity to cover its current liabilities 
with its existing current assets. A ratio of 1:1 would be required to haVe the 
minimum amount of assets needed to cover current liabilities. 

SBILKingsport,LLC 
CN1312-050 

April 23, 2014 
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Charges 
In Year One of the proposed project, the average charges are as follows: 

• The proposed average gross charge is $1,627/ day in 2016. 
• The average deduction is $1,077/ day, producing an average net charge of 

$550/ day. 

Medicare/TennCare Payor Mix 
• Medicare- Charges will equal $1,305,000 in Year One representing 27% of 

total net operating revenue. 
• TennCare- Charges will equal $1,818,300 in Year One representing 38%. 

Staffing 
The applicant's proposed direct patient care staffing in Year Two includes the 
following: 

• 1.0 Clinical Director 
• 1.0 Program Director 

16.8 Psychiatric Techs 
• 2.0 Recreational Therapist 
• 4.0 Therapist 
• 12.6 Registered Nurses 
• 1.0 Registered Nurse/Utilization Management 
• 4.2 Licensed Vocational Nurse 
• 42.6 Total FTE's 

Licensure/Accreditation 
SBH-Kingsport, LLC will be licensed by the Tennessee Department of Mental 
Health and Substance AbuseServices and certified by Medicare. 

SBH-Kingsport, LLC will seek accreditation from The Joint Commission. 

The applicant has submitted the required information on corporate documentation and 
title and deeds. Staff will have a copy of these documents available for member reference 
at the meeting. Copies are also available for review at the Health Services and 
Development Agency's office. 

Should the Agency vote to approve this project, the CON would expire in three 
years. 

SBH-Kingsport, LLC 
CN1312-050 

April 23, 2014 
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CERTIFICATE OF NEED INFORMATION FOR THE APPLICANT: 

There are no other Letters of Intent, denied, pending applications, or outstanding 
Certificates of Need for this applicant. 

CERTIFICATE OF NEED INFORMATION FOR OTHER SERVICE AREA 
FACILITIES:  

There are no other Letters of Intent, denied, pending applications, or outstanding 
Certificates of Need, for other health care organizations proposing this type of 
service. 

PLEASE REFER TO THE REPORT BY THE DEPARTMENT OF MENTAL 
HEALTH AND SUBSTANCE ABUSE SERVICES FOR A DETAILED 
ANALYSIS OF THE STATUTORY CRITERIA. OF NEED, ECONOMIC 
FEASIBILITY, AND CONTRIBUTION TO THE ORDERLY DEVELOPMENT 
OF HEALTH CARE IN THE AREA FOR THIS PROJECT. THAT REPORT IS 
ATTACHED TO THIS SUMMARY IMMEDIATELY FOLLOWING THE 
COLOR DIVIDER PAGE. 

FMB (4/4/14) 

SBH-Kingsport, LLC 
CN1312-050 

April 23,2014 
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ASPE 
RESEARCH BRIEF 

Affordable Care Act Will Expand Mental Health and Substance Use Disorder Benefits 
mid Parity Protections for 62 Million Americans 

By Kirsten Beronio, Rosa Po, Laura Skopec and Sherry ailed 

The Affordable Care Act will provide one of the largest expansions of mental health and 
substance use disorder coverage in a generation. Beginning in 2014 under the law, all new small 
group and individual market plans will be required to cover ten Essential Health Benefit 
categories, including mental health and substance use disorder services, and will be required to 
cover them at parity with medical and surgical benefits. The Affordable Care Act builds on the 
Paul Wellston° and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008 
(MI{PAEA, or the federal parity law), which requires group health plans and insurers that offer 
mental health and substance use disorder benefits to provide coverage that is comparable to 
coverage for general medical and surgical care. 

While almost all large group plans and most small group plans include coverage for some mental 
health and substance use disorder services, there are gaps in coverage and many people with • 
some coverage of these services do not currently receive the benefit of federal parity protections. 
The final rule implementing the Essential Health Benefits directs nonirandfatheredl  health 
plans in the individual and small group markets to cover mental health and substance use 
disorder services as well as to comply with the federal parity law requirernents beginning in 
2014.2  

Mental Health and Substance Use Disorder Benefits Prior to the Affordable Care Act  

About one-third of those who are currently covered in the individual market have no coverage 
for substance use disorder services and nearly 20 percent have no coverage for mental health 
services, including outpatient therapy visits and inpatient crisis intervention and stabilization.' 
In addition, even when individual market plans provide these benefits, the federal parity law does 
not apply to these plans to ensure that coverage for mental health and substance use disorder 
services is generally comparable to coverage for medical and surgical care. 

"Grandfathered" plans arc plans that were in place whenthe Affordable Care Act was enacted that have not been 
changed hr certain specified ways. 
2  The Essential licalth Benefits, Actuarial Value, and Accreditation Final Rule isms released Febniary 20, 2013. 

ASPE Issue Brief "Essential Malik teneGis:Imlividual Market Coverage," ed. ❑.S. Department of Ilealch & }lunar Services 

Department of Health and Human Services 
Office of the Assistant Secretary for Planning and Evaluation 

Intp://aspelths.gov  
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In the small group market, coverage of mental health and substance use disorder treatment is 
more common than in the individual market We estimate that about 95 percent of those with 
small group market coverage have substance abuse and mental health benefits." Again, the 
federal parity law does not apply to small group plans. In many states, state parity laws offer 
those covered in this market some parity protection, but most state parity laws are narrower than 
the federal parity requirement. 

In addition, 475 million Americana lack health insurance coverage altogether,' and 25 percent of 
uninsured adults have a mental health condition or substance use disorder or both.6  

The Affordable Care Act: Better Coverage for Mental Health and Substance Use Disor  era 

The. Affordable Care Act and its implementing regulations, building on the Mental Health Parity 
and Addiction Equity Act, will expand coverage of mental health and substance use disorder 
benefits arid federal parity protections in three dUtinct ways (1) by including Mental health and 
substance Use disorder benefits in the Essential Health Benefits; (2) by applying federal parity 
protections to.mentat health and substance use disorder benefits in the individual and small group 
markets; and (3) by providing more Americans with access to quality health care that includes 
coverage for mental health and substance use disorder services. 

I. gssefittal Heald, Benefits 

▪ first, under the statute, treatment for mental health and substance use disorders is a 
benefit category covered as part of the package of Essential Health Benefits available to 
all Americans in non-grandfathered plans in the individual and small group markets as of 
January 1,2014. The Essential Health Benefits final rule, released today, ensures that 
consumers purchasing insurance can be confident that their health plan will provide the 
care they need if they get sick. Including mental health and substance use disorder 
treatment in this package means— 

• About 3.9 million people currently covered in the individual market will gain either mental 
health or substance use disorder coverage or both;' 

• Also, we estimate that 1.2 million individuals currently in small group plans will receive 
mental health and substance use disorder benefits under the Affordable Care Acts  

ASPII Issue BricC Vssential Health BeneMs: Comparing  Bandits in Small Group Products end State mid Federal Employee 
Plans," ed_ U.S. Department of Health & Human Services (2011). ' 
sEstimatetbased on the US Census Bureau's 2011 American COMMUrtitia Survey.. 
7  Garfield RL, Lave lay Donahue 1M, "Health reform and the scope of benefits tot mental health and whet/nice use disorder 
services^ Psychianic Services 61:1081-1086 (2010). 
7  Estimate based on 2011 Medical Less Ratio filings indicating Platt 1 million people arc coveted lathe individual market, and 
35% lack mental health coverage, substance use coverage, or both. Ibis estimate Includes some individuals currently entailed in 
sacred cavern°. 

Mande based an Ike finding that approximately 95% primal' group plans cover mental health mid substanceuse disorder 
services. See IssueDrieS "Essential Health Bawl= Comparing Eicadits in the Small Comp Erode s- and State andFedand 
Employee Plans "cal. cd. US. Department atHealth and Human Services (2011). This estimate includes samo individurds currently 
enrolled in granilfatheleA coverage. 

ASPE Office of Health Policy February 2013 
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2. Parity in the Individual and Small Group Markets 

Second, II!-IS finalized regulations that apply federal parity rules to mental health and substance 
use disorder benefits included in Essential Health Benefits. Asa result, Americans accessing 
coverage through non-grandfathered plans in the individual and small group markets will now be 
able to count on mental health and substance use disorder coverage that is comparable to their 
general medical and surgical coverage. 

Under this approach, 7.1 million Americans currently covered in the individual market who 
currently have some mental health and substance use disorder benefits will have access to 
coverage of Essential Health Benefits that conforms to federal padty protections as provided for 
under the Affordable Care Act and the Mental Health Purity and Addiction Equity Act.' 

• In addition, because the application of parity to Essential Health Benefits will also apply to those 
currently enrolled in non-grandfathercd plans in the small group market, 23.3 million current 
enrollees in small group plans will also receive the benefit of having mental health and substance 
use disorder benefits that are subject to the federal polity law.1"t  

3. Increasing Access to Quality Health Care 

Finally, the Affordable Care Act will expand insurance coverage to a projected 27 million 

previously uninsured Americans through access to private health insurance in the individual and 
small group markets, the Marketplaces, and Medicaid.11  Essential Health Benefits, Including 
mental health and substance use disorder services subject to parity requirements, will be • 
available to this newly covered population. 

In total, through the Affordable Care Act, 32.1 million Americans will gain access to coverage 
that includes mental health and/or substance use disorder benefits that comply with federal parity 
requirements and an additional 30.4 million Americans who currently have some mental health 
and substance abuse benefits will benefit from the federal parity protections. By building on the 
structure of the Mental Health Parity and Addiction Equity Act the Affordable Care Act hill 
extend federal parity protections to 62 million Americans. 

Estimate based on 2011 Medical Loss Ratio filings indrenthig that 11 million people are covered in the Individual market. This 
estimate includes some individuals currently enrolled in gmadfatbcted coverage. 
'State partly laws often already apply to these small group plans. 

Estimate based on ASPE intumol analysisorate 2012 Current Population Survey indicating that 24.5 million peeple ore 
carolled in employer-sponsored insurance and work in 8 limnwith Fewer than 50 employees. This analysis mretuded anyone who 
also reported Medicare, Medicaid, CHIP, or minter),  coverage. This estimate includes some individuals currently enrolled in 

grandfathered coverage. 
u Congressional Budget anise, "Effects of the Affordable Com Act on Health insurance Coverage— Ecbrunry2013 &sate" 

(2013). 

ASPE Office of Health Policy February 2013 
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IndividualS Currently in 
individual plans 

3.9 million 7J million 11 million 

Individuals currently in 
small group plans 

1.2 million 23.3 million 24.5 million 

Individuals currently 
uninsured 

27 million nfa 27 million 

Total 32.1 million 30.4 million 

: 

62.5 million 

mndfathnaed coverage. 
NOTE:These estimates include individuals and aim ics tat 
Grandfathered plans are not required to comply with the Essential Health Benefits provisions of the Affordable Care 

Act. We note that, as the Affordable Care Act is implen anted, we expect grandfathered coverage to diminish, 

particularly in the individual market. 

    

zaamaair 
February 2013 

    

rassuaasseameaseeEzeiecasLa 
ASPE (Vice of Health Policy 
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DEC /012 Nat 

LETTER OF INTENT 
TENNESSEE HEALTH SERVICES AND DEVELOPMENT AGENCY 

The Publication of Intent is to be published In the  Kingsport Times News which is a newspaper 
(Name of Newspaper) 

of general circulation in  Sullivan County.  Tennessee, on or before December 10 , 2013, for one day. 
(County) (Month /day) (year) 

 w ==== = war 

This is to provide official notice to the Health Services and Development Agency and all interested parties, in 
accordance with T.C.A. § 68-11-1601 et seq., and the Rules of the Health Services and Development Agency, 
that: 

SW-I-Kingsport, LLC N/A 
(Name °Means:Int) (Facility Type-Existing) 

owned by:  SBH-Kingsport, LLC with an ownership type of  limited liability company  
and to be Managed try.  itself 'Mandato file an application for a Certificate of Need for: 

establishment of a new inpatient psychiatric hospital in Kinnspoit, Sullivan County. Tennessee 37660. This 
project will he located on unaddressed property at the end of Executive Park Boulevard in Kingsport  
Tennessee, This property extends south and west of Executive Park Boulevard, and is south of the 
jritersection of Executive Park Boulevard and East Stone Drive in Kingsport. Tennessee. This protect will 
involve the initiation of inpatient psychiatric hospital services. This new psychiatric hospital will have 18 adult 
beds. 16 geroPsychlatdc beds, 28 child and adolescent beds, and 10 chemical dependency beds. These 72 
beds will all be new beds licensed as psychiatric hospital beds The estimated protect costs for this prefect are 
protected to be approximately $12.000.000.00  

The anticipated date of fiikig  the application is  December 13 2013. 

The contact person for this project is Mike Garone Director of Development  
• • • (Contact Name) 

who may be reached at:  Strategic Behavioral Health, LW 
(Company Name) 

. Memphis . Tennessee   901 / 969-3100  
(City) (State) (Ara Code? Phone Number) 

ith)-4€ GatitliA0 ntharonefastrateglcbh.corn  

laia(4191456f#61-4
) te-mall 

The Letter of Intent must be filed In triplicate and received between the first and the tenth day of the month. if 
last day for filing Is a Saturday, Sunday or State Holiday, filing must occur on the preceding business day. File 
this form at the following address: 

Health Services arid Development Agency 
Aridrew :Jackson Seeding; 9th Finer 

502 Deaderick Street 
Nashville, Tennessee 37243 

• 
The published Letter of Intent must contain the following statement pursuant to TCA. § 68-11-1607(c)(1). (A) My health care 
institution 'wishing to oppose a ,Cerlificate of Need application must file a Written notice with the Health Services and Deirefopment 
Agency no later than fifteen (15) days before. the regularly scheduled Health Services and Development Agency meeting at which the 
application Is originally schedulet and (a) Any other person wishing b oppose the appkagon mast file written objection with the Health 
Services and Development Agency al or prior to the consideration of the application by the Agency. 

SBH-KINGSPORT 001619 
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COPY 
application  

SBH-Kingsport,  
LLC  

CN1312-050 
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1.  Nemo of Fealty. nuance or Institutfon 

- - SBH - Kingsport. LLC . 
Name 

unaddressed property at the end of Executive Park Boulevard. south of the 
Intersection of Executive Park Boulevard nd East Stone Drive of van 
Street or Route County 

10nosport TN .37E380 
• City . State Zip Code 

2.  Contact Pelson Available for Responses to Questions 

Mike Gerona DIMctor of Detalopnient 
Name This • 

Stretaalc Behavioral Health. LLC motaronatastrateolobh.com  
Company Name E-mail address 

8295 Tournament DAM, Suite 201 Memphis TN 38125 
-Street or Route . - City State Zip Code 

Director of Development 901-9893100 901-9693120 
Association with Owner Phone Number Fax Number 

. . . ..„. . . 

3.  Owner of the File UV. /Mance or Institution 

Safticinasport. LLC ... 901-9e9L3100 
Name ' '"- ' Phone No. 

8295 Tournament Drive. Suite 201 Shelby . 
Street or Route

... .
- County 

Memphis TN- 38125 
'State

.„ . 
Zip Code 

4.  Tyne of Ownershlo of Control (Check One) 

A. Sole Proprietorship F. Government (State of TN) 
B. Partnership or Political Subdivision) ___. 
C. Limited Partnership G. Joint VentunS _ 
D. Corporation (For Profit) H. Limited Liability Company 1 
E. Corporation (Nabfor-Profil) I. Other (Specify):: . . 

PUT AU. ATTACHMENTS AT THE BACK OF THE APPLICATION IN ORDER AND REFERENCE 
THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS. 

1 
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5. Name of MammementiOnaratina Entity (If Applicable) N/A 

Name 

Street or Route County 

City State Zip Code 
PUT ALL ATTACHMENTS AT THE END OF THE APPLICATION IN ORDER AND 
REFERENCE THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS. 

6. Least interest kr the Site of the Institution (Check One) 

A. Ownership D. Option to Lease 
— B. Option to Purchase E. Other (Specify) ...L 

C. Lease of Years _ 

PUT ALL ATTACHMENTS AT THE BACK OF THE APPLICATION IN ORDER AND 
REFERENCE THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS. 

7. Taint of Institution (Check as appropriate— more than one response may apply) 

A Hospital (Specify) I. Nursing Home — 
B. Ambulatory Surgical J. Outpatient Diagnostic Center — 

TreatineikCenter (AST% K Recuperation Center _ 
MulthSpecialty L. Rehabilitation Facility • . 

C. ASTC, Single Specialty M. Residential Hospice 
A Home Health Agency N. Non-Residential Methadone — 
E. Hospice Facility _ 
F. Mental Health Hospital X 0. Birthing Center 
O Mental Health Residential P. Other Outpatient Facility 

Treatment Facility (Specify) - — 
H. Mental Retardation Institutional O. Other (Specify) 

Habilitation Facility (ICFROR) _ 

8. Purpose of Review (Check) as appropriate—mons than one response may apply) 

A. New Institution X It Change in Bed Complement 
B. ReptacemengExisting Facility (Please note the One of change _ 
C. Modification/Existing Facility by underlining the appropriate 
D. Initiation of Health Care response: increase, Decrease, 

Service as defined in TCA Designation, Distribution, 
9 68-11-1607(4) Conversion, Relachtionj ___ 

E. (Specify) Psychiatric services X I Change of Location _ 
F. Discontinuance of OB Services J. Other (SPecifY) 
O. AcquisitIon of Equipment _ 
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. 
. . . . . 

Bed Comnfement Rata . . . . . . . . 
Please Indicate current and proposed distribution and certification of facility beds. 

TOTAL 
current Seds Staffed Beds Beds at 

Licensed t011 Beds Proposed Collifiletioll 
A. Medical 
E. Surgical i _ _____ 
C. Long-Term Care Hospital 
D. Obstetrical — 
E. ICU/CCU — _____ 
F. Neonatal 
G. Pediatric — 
H. Adult Psychiatric 18 18 —_ — . 
I. Geriatric Psychiatric ---16 -il 
J. Child/Adolescent Psychiatric 28 28 
K. Rehabilitation 
L. Nursing Facility (non-Medicaid Certified) --- 
M. Nursing Rally Level 1 (Medicaid only) _ 
N. NuisIng Fealty Level 2 (Medicare only) 
0. Nursing Facility Level 2 

(dually codified Medicald/Medlcare) 
P. ICF/MR — Q. Adult Chemical Dependency 0 10 
R. Child and Adolescent Chemical 

Dependency 
S. Swing Beds _ 
T. Mental Health Residential Treatment --- — U. Residential Hospice 

TOTAL 72 72 
*CON-Bede approved but not yet in service 

10; Medicare Provider Number to be amified for 
Certification Type inpatient psychiatric hospital 

11.  Medicaid Provider Number to be apifiled for 
Certification Type inpatient psychiatric hospital 

12.  If this lea new facility; will certification be sought for Medicare and/or Medicaid? ID 

13.  Identify all TennCare Managed Care Organkadons/Behayloral Health Organizations 
(MCOs/BHOs) operating In the proposed sertdoe area. Will this project Involve the 
treatment of TennCare participants? yes if the response to this Item is yes, pieate 
identify all MCOs/BHOs with which the applicant has contracted or plans to contract. 

Discuss any out-of-network relationships in place with MCOs/BHOs In the area. 
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NOTE: Section B is intended to give the applicant an opportunity to describe the project and to 
discuss the need that the applicant sees for the project. Section C addresses how the 
project relates to the Certificate of Need criteria of Need, Economic Feasibility, and the 
Contribution to the Orderly Development of Health. Care.  Discussions on how the 
application relates to the criteria should take place In this section unless 
otherwise specified, 

SECTION S: PROJECT DESCRIPTION 

Please answer ail questions on 8112° x white paper, clearly typed and spaced, Identified 
correctly and. In the correct sequence. tqatisarering, please type the question and the response. 
All exhibits and tables must be attached to the end of the application in correct sequence 
Identifying the questions(s) to which they refer. If a particular question does not apply to your 
project, indicate 'Not Applicable (NAT after that miestion. 

I. Provide a brief executive summary of the project not to exceed two pages. Topics to be 
included In the executive summary are a brief description-of proposed services and 
equipment, ownership structure, service area, need, existing resources, project Cost, 
funding, financial feasibility and staffing. 

RESPONSE: SBH-Kingsport, LLC ("SEW) proposes to establish a 72-bad, free-
standing psychiatric hospital located In Kingsport, Sullivan County, Tennessee. It Is 
requesting CON permission to construct 18 adult psychiatric beds, 18 geropsychlatdc 
beds 28 child end adolescent psychiatric beds, and 10 chemical dependency beds for a 
total of 72 beds. 

SBH will be owned and operated by afimited liability company, SBH-Kingsport, LLC. 
This limited liability company Is a wholly-oWned subsidiary of Strategic Behavioral 
Health, LLC, which Is an inpatient psychiatric hospital company based In Memphis, 
Tennessee. K currently operates seven psyehlatric hospitals threugh stabstifiartis in the 
states of-Colorado, Ne'ada, New MSS and North Carolina. It has another facility 
under development In College Station, Texas. SBH will be Its first hospital based in Its 
home state of Tennessee. 

The service area for $1311 Is projected to ba the counties of Sullivan and Hawkins in 
Tennessee, and the counties of Wise, Scott and Lee In southwestern Virginia. Currently, 
In this service area there are only twelve Inpatient psychiatric beds, located at Bristol 
Regional Medical Center in Bristol, Tennessee, at the eastern end of the service area. • 
Thus, as far as the applicant is able to ascertain, in Its proposed service area, which has 
a population of more than 300,000 people, there are only 12 inpatient psychiatric beds 
(located in Bristol). Thus, there is a significant need for additional inpatient psychiatric 
bed resources in this service area, particularly as ft pertains to children and adolescents. 
Sullivan Courtly Is the most populous county in upper East Tennessee, and Kingsport is 
the biggest municipality In the service area. 

The projected project costs for this hospital development are approximately 
$12,000,000. The funding for this project will be developed with the assistance of Dobbs 
Management Services, LLC, the Genera of which represent the majority.ownership of 
Strategic Behavioral Health, LLC. Furthermore, as of December 31, 2012, SBH Itself 
had-consolidated annual net revenue of approximately $50.7 million and employed 
approximately 745 employees. Thus, Strategic Behavioral Health, LLC, the parent 
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company of GBH-Kingsport, LIC, is a•well-caffitallied, financially sum:surtol psychiatric 
hospital development and management company. 

SBH, the parent company of the applicant, is experienced in the development and 
operation of Inpatient psychiatric facilities. Therefore, it has access to sufficient 
resources to assure proper staffing and financial feasibility for this facility, SBH- 
Kingsport, LLC, in Kingsport, Tennessee, the subject of this CON application. 

II. Provide a detailed narrative of the project by addressing the following Items as they 
relate to the proposal. 

A. Describe the construction, modification end/or renovation of the facility (exclusive 
of major medical equipment covered by T.CA. § 68-11-1601 et seq.) Including 
square footage, major operational areas, roam configuration, etc. Applicants with 
hospital projects (construction cost in excess of $5 million) and other facility 
projects (construction cost In excess of $2 million) should complete the Square 
Footage and Cost per Square Footage Chart. Utilizing the attached Chart, 
applicants with hospital projects should complete Parts A.-E. by Identifying as 
applicable nursing urine, analary areas, end support areas affected by this 
project. Provide the location of the uniUservIce within the existing facility along 
with current square footage where, if any, the unit/service wit relocate 
temporarily during construction and renovation, and then the location of the 
Unit/service with proposed square footage. The total cost per square foot should 
• provide a breakout between new construction and renovation cost per square 
foot. Other facility projects need only complete Parts B.-E. Please also discuss 
and justly the cost per square foot for this project. 

If the project Involves none of the shove, describe the development of the 
proposal. 

RESPONSE: SBH-Kingsport, LW, the appliCant for this project, Is requesting a 
certificate of need for the construction, development and establishment of a 72-
bed free-standing psychiatric hospital to be located at unaddressed property at 
the end of Executive Park Boulevard, Kingsport, Tennessee 37680. 

The requested chart for square footage and cost per square foot is attached. 
This project Is projected to cost Approximately $12,000,000, and Is further 
projected to contain approxknately 62,260 square feet of psychiatric hospital and 
related space. The construction costs are projected to be approximately $153 
per square foot. 

The proposed SBH-Kingsport will be a one-story, 62,263 SF facility serving acute 
paychlatrio. end chat dependency patients. The structure Ls type VA 
construction with the following occUpericlins; inettutional (I-2) et patient units, 
Assembly (A-2) at the Dining Rome Assembly (A4) at the Gym, Education (E) at 
the classrooms, and Business (B) at the administrative, assessment and 
outpatient suites. The building structure consists of spread footings (unless the 
soil repprt dictates otherwise), concrete slab-On-grade, load-bearing steel studs, 
and pitched woad roof trusses. The exterior walls are clad in two cokes of brick, 
the roof is asphalt shingles, and the glazing is frosted in patient areas to protect 
patient privacy. On-site parking is provided per local zoning guidelines. A 
covered ambidatory entrence.is.also included. . 
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Each patient room is double-aCCupancy and te served by an adjacent bedroom 
with shower, toilet and lavatory. The 16-bed geriatric unit contains a living room, 
group room, doctor office, seclusion room with dedicated toilet room, and a 
eentally-located nurses' station. The additional 66 hpaflent beds are separated 
Into four units —.two with 18- beds and two with 16 beds. Each unit houses a 
.dayroom and consilltation office Two acute Units share a nurses' station, med 
room, and seclusion room with dedicated toilet room.. The nurses' station Is 
located so that the nursing staff can maintain visual control over both units while 
preserving acoustic separation to protect patient privacy. 

Child and Adolescent patients are served by two classrooms. There is a Mil-
service kitchen and adjacent dining room that can be divided Into two separate 
spaces. A gymnasium with basketball goal is available for ail patients. 

The administrative, assessment and outpatient suites am individually secure 
from each other and the rest of the building. The- assessment suite Includes 
rooms dedicated to patient assessment, financial counseling, and private family 
waiting. The outpatient suite houses therapy offices, and group roams. The 
admhistrathre suite IncludeS offices and a large conferithae area. 

AU fixtures, hardware and finishes have been selected with patient safety as the 
Gettig factor. PluinbIng Mures, door hardware, shOwer curtain hangers, arid 
furniture we specified to be antitligature. Ali patient room windows are protected 
from the Interior with polynarbonste. Corridor and patient room wails are 
protected below the chair rail with FRP panels. Even with these measures In 
place, great care has been taken to create a welcoming, comfortable 
environment With a residential feel for patients and staff. 

The design meets local building codes as well as regulations set forth by the 
Tennessee Department of Health. 

No wrier medical equipment will be purchased for this project. 

Et Identify the number and type of beds increased, decreased, converted, relocated, 
designated, and/or redistributed by this application. Describe the masons for 
change In bed allocations and describe the impact the bed change will have on 
the existing services. 

RESPONSE: This project involves development Of an inpatient psychiatric 
hospital that Is projected to contain 18 adult psychiatric beds, 16 geropsychlatric 
beds, 28 child and adolescent psychiatric beds, and 10 chemical dependency. 
beds. thus; k will have a total of 72 licensed inpatient psychiatric hospital beds 
when the project is completed. It does not have any existing services In this 
service arise. 

The applicant has chosen to seek the establishment of 28 child and adolescent 
psychiatric bade because, to the best of its knowledge, there are no dedicated.  
child and adolescent psychiatric. beds reported for this service area. Thus, these 
beds will, in a dedicated fashion; meet the extensive need which exists in the 
service arealor such dedicated resources to serve the inpatient behavioral 
health needs of children and adolescents in the service area. 
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Furtherinore, Until 2009 a 61-bed psyChiabio hospital existed In Kingsport, 
Tennessee. This was Indian Path Pavlhn, which was closed down In 
approximately 2009 as part of a CON project whereby an additional nine adult 
psychiatric beds were opened at theWoodridge Psychiatric facility in Johnson 

m Washington County, which Is not in this service area. The owner of 
Weedridge, Mountain Stales Health Mance riNSHA"), having acquired Indian 
Path Pavilion a number of years earlier, closed it sometime around 2009. Thus, 
for a number of years, there have been no sizeable provider of inpatient 
psychiatric beds anywhere in this five-county service area that is proposed for 
this project. 
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SQUARE FOOTAGE AND COST PER SQUARE FOOTAGE CHART 

2
  
1
 

T
R
  
P
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-
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B
 

A. Unit I Department Existing 
Location 

Existing 
SF 

Temporary 
Location 

Proposed 
Final 

Location 

Pro osed Final 
Square Footage 

Proposed Final 
 Cost( SF 

Renovated New I Total Renovated New Total 
143433337A= I 1 I I 2.323 I 15,33a I 15157.07 I 5152.07 

14334343,431  I I 1 I MN J 12.764 16153.07 2151.01 

I I 1 2070 1 12.070 1)5153.01 1 13151.07 
1°m""̀ "`Tte4"" II 1 

4mart-itL3n3 1 1 I 51.004 J 27.044 I [3133.07 113353.07 

IL's 1 0  0  111111111111111111111111111 

Delgy I I I Il I I 2.457 J 1.401 114153.m 115155.07 

1=111141111=Ell I 403. 903 310107 3153.01 

joYm 1 1 I I I I 2.223 1 12.223 Ilsis101 11315/07  

CIMZEU.911111S 1 1 fozew 11.172 113133.07 IMES11111 

iMmenais Maintirmera 11 I I H 11 flow IIsss 110182.01 i ISISSa 

ipnaffiaty I I I I I 55a 1 1552 110103.07 1151.001 
I 1 ii i 1 Jr I 1 r I n 

11 i 1 T fl f n ii 
1 1 I IT If 11 I II I I r 

I I I OMNII I 1 I. I 
pr____.1  

I 1 I I 

I I II I 1 f .1 f 
II I I i 11 1 

1 I1 1 . 
1 II 1 

L___±...____P 
1 11 1 

I I( 
B. Unit/Depart GSF 1---- 11 44,992 44,992 $6,887,015 $6,887,015 

Sub-Total _ _ 

C. Mechanical/ 340 340 $52,044 $52,044 
Electrical GSF ,---, - 

6,931 51,060,942 51,060,942 D. Circulation P,931 
/Structure GSF 

E. Total GSF 1----11-- 52,263 52,263 18%000,002 158,000,002 
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C. As the applicant, describe your need to provide the following health care services 
(If applicable to this application): 

1. Adult Psychiatric Services 
Z Alcohol and Drug Treatment for Adolescents (exceeding 28 days) 
3. Birthing Center 
4. Sum Units 
5. Cardiac Catheterization Services 
6. Child and Adolescent Psychiatric Services  
7. Extracorporeal Uthotripsy 
8. Home Health Services 
9. Hospice Services 
10. Residential Hospice 
11. ICFNIR Services 
12. Long-terrn Care Services 
la Magnetic Resonance Imaging (MRI) 
14. Mental Health Residential Treatment 
15. Neonatal Intensive Care Unit 
18. Non-Reskienital Methadone Treatment Centers 
17. Open Heart Surgery 
18. Positron Emission Tomography 
19. Radiation Therapy/Linear Accelerator 
20. Rehabilitation Services 
21. Swing Beds 

RESPONSE: The applicant, 8811, proposes to Initiate adult psychiatric as well • 
as child end adolescent psychiatric services, along with beds for each, at this 
proposed new facility. As noted above, Indian Path Pavillon does not provide 
Inpatient psychiatric bed services now, and has not done so fora number of • 
Years. 

Also, the applicant is informed that northeast Tennessee, unlike most of the other 
regions of the state, does not have a government owned and operated mental 
health facility. Thus, Sell will be contilbuting additional resources, personnel 
and funding to meeting the need for inpatient behavioral services, especially for 
children and adolescents, in this service area, after this proposal Is approved and 
the project is completed. 

D. Describe tile need to change location or replace an existing facility. 

RESPONSE: Not applicable. 

E. Describe the acquisition of any item of major medical equipment (as defined by 
the Agency Rules and the Statute) which exceeds a cost of $1 .5 million; ancUor 
is a magnetic resonance imaging (MRI) scanner, positron emission tomography 
(PET) scanner, etdracomoreal lithohipter and/or linear accelerator by responding 
to the following: 

1. For fixed-site major medical equipment (not replacing existing 
equipment): 
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a. Describe the new equipment, Including: 

1. Total cost; (As defined by Agency Rule). 
2. Expected useful life; 
3. List of clinical applications to be provided; and 
4. Documentation of FDA approval. 

RESPONSE: Not applicale. 

b. Provide current and proposed schedules of operations. 

ftESPONSg: Not applicable. 

2. For mobile major medical equipment: 

a. List all sites that will be served; 

b. Provide current and/or proposed schedule of operations; 

c. Provide the lease or contract cost. 

d. Provide the fair market value of the equipment and 

a. List the owner for the equipment. 

RESPONSE: Not applicable. 

3. Inds:ate applicant's legal Interest In equipment (Le, purchase, lease, eta) 
In the case of equipment purchase include a quote andfor proposal from 
en equipment vendor, or in thecase of an equipment lease provide a 
draft lease or contract that at least includes the term of the lease and the 
anticipated lease payments. 

RESPONSE: Not applicable. 

Ill. A. Attach a copy of the plot plan of the site on an 8112' x 11' sheet of white paper 
which mu g Include: 

1. Size of site (In acres); 

2. Location of structure on the site; and 

a Location of the proposed construction. 

4. Names of streets, roads or highway that cross or border the site. 

Please note that the drawings do not need to be drawn to scale. Plot 
plans are required tor Ali projects. 

RESPONSE The requested plot plan is attached. Executive Park Boulevard 
dead.onds at the site, which Iles south of the Executive Park Boulevard 
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Intersection with East Stone Me in Kingsport, Tennessee. The site's acreage Is 
approximately 9.7 acres. 

B. Describe the relationship of the site to public transportation routes, if any, and to 
any highway or major road developments in the area. Describe the accessibility 
of the proposed site to patients/clients. 

$ESPONSE: SBH-Kingsport, LLC will be located on undeveloped land at the 
end of Executive Park Boulevard In Kingsport, Tennessee. The site is very close 
to one of the major highway Intersections In Kingsport — the Intersection of East 
Stone Drive and North John S. Dennis Highway. 

IV. Attach a floor plan drawing for the facility which Includes legible labeling of patient care 
rooms (noting private or semi-private), ancillary areas, equipment areas, etc. on an 8 
1/2" x11°  sheet of white paper. 

)RESPONSE: The requested floor plans are attached. 

NOTE: PO NOT SUBMIT BLUEPRINTS.  Simple line drawings should be submitted and need 
not be drawn to scale. 

V. For a Home Health Agency or Hospice, Identify: 

A EvJatingfervice area by County; 

B. Proposed service area by County; 

C. A parent or primary service provider, 

D. ENsting branches; and 

E. Proposed branches. 

RESPONSE Not applicable. 
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37 SUPPLEMENTAL- # 2 
January 31, 2014 

11:35:am 

SECTION C: GENERAL CRITERIA FOR CERTIFICATE OF NEED  

In accordance with Tennessee Code Annotated § 68-11-1609(h), "no Certificate of Need shall 
be granted unless the action proposed in the application for such Certificate Is necessary to 
provide needed health care in the area to be served, can be economically accomplished and, 
maintained, and will contribute to the orderly development of health care: The three (3) criteria 
are further defined in Agency Rule 0720-4-.01. Further standards for guidance are proVided In 
the state health plan (Guidelines for Growth), developed pursuant to Tennessee Code 
Annotated §68-11-1625. 

The following questions are listed according to the three (3) criteria: (I) Need, (II) Economic 
Feasibility, and (Ill) Contribution to the Orderly Development of Health Care. Please respond to 
each question and provide underlying assumptions, data sources, and methodologies when 
appropriate, Please type each question and its response on an 6 1/Tx 1'1 n white paper.  All 
exhibits and tables must be attached to the end of the application in correct sequence 
idenfifying the question(s) to which they refer. If a question does not apply to your project, 
indicate 'Not Applicable (NA)? 

QUESTIONS 
NEED 

1. Describe the relationship of this proposal toward the implementation of the State Health 
Plan and Tennessee's Health: Guidelines for Growth. 

A. Please provide a response to each criterion and standard in Certificate of Need 
Categories that are applicable to the proposed project. Do not provide responses 
to General Criteria and Standards (pages 6-9) helm. 

RESPONSE: The applicant's responses to the Individual criteria for this project in the 
Guidelines for Growth are set forth below. 

Psychiatric inpatient Services 

A. Need 

1. The population-based estimate of the total need for psychiatric inpatient 
services is 30 beds per 100,000 general population (using population 
estimates prepared by the Department of Health and applying the data in 
Joint Annual Reports). 

RESPONSE: The total population of the five-county service area, Sullivan and Hawkins 
Counties Tennessee and Wise, Scott and Lee Counties in Virginia, is approximately 
305,657, according to recent Census Bureau and Tennessee Department of Health 
data. At the rate of 30 beds per 100,000 population, there is a need for approximately 
90 beds and In this five-county service area 

Sullivan County is by far the most populous county in the service area, with a 2014 
population of newly 159,000 people. If the need for Sullivan and Hawkins Counties only 
were considered separately, there would be approximately 216,484 people in that 
service area. These two counties alone would generate a need for more than 62 
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inpatient Psychiatric beds, according to the Guidelines for Growth formula (excluding the 
population 4 years of age and under). 

In the service area, according to the applicant's best information, there are only 12 
Inpatient psychiatric beds located at Bristol Regiohal Medical Center. Thus, there Is a 
need for 78 additional Inpatient psychiatric hospital beds for this service area, as 
calculated by the 30 beds per 100,000 general population need formula In the 
Guidelines forGrowth. 

2. For adult programs, the age group of 18 years and older should be used in 
calculating the estimated total number of beds needed. 

RESPONSE:. Avatlable population data charts break out the population according to the 
chart below, in age brackets that run from 16 to 19 for adolescents. The applicant hes 
analyzed the need for adult beds for the population cohorts age 19 through 84, as shown 
on the chart below. As this chart indicates, there are approximately 186,000 adults in 
the service area When the need standard in Guidelines for Growth of 30 beds per 
100,000 population is applied, the needed beds figure amounts to 55.8 adult beds, which 
would be 56 beds rounded off. Currently, as noted above, there are 12 Inpatient 
psychiatric adult beds at Bristol Regional Medical Center in Bristol, Tennessee, 
Therefore, according to this formula, there are 44 additional adult Inpatient psychiatric 
beds needed for the service area. This application seeks 18 such beds; therefore, this 
application satisfies this criterion. The population data in the cart below are from two 
source's; the Tennessee data for Sullivan and Hawkins County are from the Tennessee 
Department of Health's 2013 Population Projections 2010-2020, while the data for the 
Virginia counties of Wise, Scott and Lee are from the U.S. Census Bureau's 7/1/2012 
County Characteristics Resident Population Estimates. 

This application also plans to establish 16 geropsychlatric beds. The age 65 and over 
population of the service is approximately 60,650 individuals. This yields a need for 18.2 
geropsychlatric beds, according to the need formula. The applicant seeks 16 
geropsychtatric beds, thus the need for those beds in this service area Is justified under 
the Guidelines forGrowth. 

Age Brackets: Population of Service Area 

County Ages 6-14 Ages 15-19 Ages 19-64 Ages 65+ Totals 
Sullivan 18,775 9,398 92.651 33,325 152,149 
Hawkins 6,597 3,617 33,582 11 259 55,055 
Wise, VA 4,683 2.682 26,117 6,028 39.510 
Scott. VA 2,422 1,213 18,175 4.656 26,466 
Lee, VA 1,475 1,355 15,537 5,382 23 749 
Totals: 31,952 18,265 186,062 60,650 296,929 

3. For child inpatient under age 13, and if adolescent program the age group of 
13-17 should be used. 

RESPONSE:  Given the way the population data is available, the applicant has 
examined the population service area in two age ranges as shown in the chart above: 
ages 5 through 14 and ages 15 through 19. The ages 5 through 14 yields a total 
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population of the service area for this age group as 31,952, which yields a need of 9.6 
beds. 

Similarly, the adolescent age group of ages 15 through 19 yields a population total of 
18,265 individuals. This yields, under the Guidelines for Growth need formula, a need 
for 5:5 beds. Thus, for children and adolescents there Is a net need of 16.1beds, which 
yields a practical need of 16 beds in this service area. The applicant believes that, given 
the paucity of dedicated adolescent psychiatric hospital beds in the upper east 
TennesSee, southwestern Virginia area, it wilt draw additional utilization for this service 
from counties outside the primary service area. 

4. These estimates for total need should be adjusted by the existent staffed 
beds operating in the area as counted by the Department of Health in the 
Joint Annual Report. 

RESPONSE; As shown in the above responses, there are only 12 existing inpatient 
psychiatric hospital beds In the service area, according to the applicant's best 
Information. Therefore, there is a significant need for the additional beds as set forth in 
this application. 

B. Service Area 

1. The geographic service area should'be reasonable and based on an optimal 
balance between population density and service proximity or the Community 
Service Agency. 

RESPONSE: As noted above, the Tennessee counties of Sullivan and Hawkins account 
for more than 70% of the population In the service area. Given Kingsport% prominence 
In the service area as the largest city in this region as well as the service area, and 
Sullivan County's status as the most populous county in the service area, it is entirely 
appropriate for this hospital to be based in the most densely populated area of the 
service area, in Kingsport, Tennessee. Furthermore, Kingsport shares geography and 
economic links with the counties to its north and west in southwestern Virginia. 
Therefore, the population area is reasonable, given the mountainous nature of this 
region, 

2. The relationship of the socio-demographics of the service area, and the 
projected population to receive services, should be considered. The 
proposal's sensitivity to and responsiveness to the special needs of the 
service area should be considered including accessibility to consumers, 
particularly women, racial and ethnic minorities, low Income groups, and 
those needing services involuntarily. 

RESPONSE: The applicant will accept involuntary and voluntary admissions to its 
inpatient psychiatric beds. There is also a great need for service to low income groups 
and individuals suffering from chemical dependency. People needing chemical 
dependency inpatient services are a group for whom there are no other dedicated beds 
in the service area, to the best of the information of the applicant. The sotto 
demographics of the service area ere shown In the attached population reports. 

14 

SBH-KINGSPORT 001634 SBH-KINGSPORT 001634



40 

C. Relationship to Existing Applicable Plans 

1. The proposal's relationship to policy as formulated in state, city, county, 
andfor regional plans and other documents should be a significant 
Consideration. 

RESPONSE: As shown above, this project is consistent with the Guidelines for Growth's 
numerical and need analysis. ft will provide much needed Investment in inpatient 
psychiatric facilities in the northeastern Tennessee area, given the closure of the Indian 
Path Pavillon psychiatric hospital in 2009, and the closure of Lakeshore Mental Health 
Institute in Knworilie in 2012, which had included Sullivan and Hawkins Counties in its 
service area. 

2. The proposal's refationstdp to underserved geographic areas and 
underserved population groups as identified In state„ city, county and/or 
regional plans and other documents should be a significant consideration. 

RESPONSE: As noted above, this mountainous area of northeastern Tennessee and 
southwestern Virginia is underserved In terms of inpatient psychiatric hospital beds. The 
applicant has received significant support from Individuals In the area whebelieve there 
Is a need for additional Inpatient psychiatric services. That there are only 12 Inpatient 
psychiatric beds In the service area also indicates that it is an underserved area with an 
underserved population. 

3. The Impact of the proposal on similes services supported by state 
appropriations should be assessed and considered. 

RESPONSE: The applicant will accept Tenncate patients and referrals. However, 
because of certain restrictions in the Medicaid program, the applicant will not be able to 
accept adult TennCare admissions, until as the applicant hopes will occur soon, the 
Medicare regulations preventing such acceptance are altered. However, the majority of 
TennCare patients are under 21. 

4. The proposal's relationship to whether or not the facility takes voluntary 
and/or involuntary admissions, and whether the facility serves acute and/or 
long-term patients, should be assessed and considered. 

RESPONSE: As indicated above, the applicant will accept voluntary and involuntary 
admissions. It Is familiar with the Involuntary admission process and Issues; Its parent 
company supports similar processes in other states at its other inpatient psychiatric 
hospitals. 

5. The degree of projected financial participation In the Medicare and TennCare 
programs should be considered. 

RESPONSE: The applicant does intend to accept all available TennCare admissions, 
and will accept Medicare admissions as well. Therefore, the applicant anticipates 
significant Medicare and TennCare utilization and financial participation. Its TennCare 
utilization is projected to be 38% of charges while its projected Medicare utilization is 
projected to be-20% of charges. 
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D. Relationship to Existing Similar Services In the Area 

1. The area's trends In occupancy and utilization of similar services should be 
considered. 

pESPONSE: As noted above, there Is only one other location In the service area which 
provides Inpatient psychiatric services: Bristol Regional Medical Center in Bristol, 
Tennessee. Bristol Is located at the eastern end of Sullivan County, whereas Kingsport 
is on the western side of Sullivan County. The applicant does not foresee significant 
Impact on this project on the Bristol SRMC inpatient psych beds given the complete 
absence of these services in the Kingsport area currently, or in any of the other counties 
In the projected service area. 

2. Accessibility to specific special need groups should be an important factor. 

RESPONSE: As noted, the applicant Will accept involuntary admissions. Therefore, the 
mentally Infirm will be eligible to receive treatment at this facility, 

E. Feasibility 

The ability of the applicant to meet Tennessee Department of Mental Health licensure 
requirements (related to personnel and staffing for psychiatric inpatient facilities) should 
be considered. 

RESPONSR: The applicant will meet all applicable licensors regulations of the 
Tennessee Department of Mental Health and Substance Abuse Services, as wellas any 
required by the Department of Health. It also Intends to be accredited by the Joint 
Commission. It will meet all applicable licensure for all applicable personnel end staffing 
requirements for Inpatient psychiatric facilities. 

B. Applications that include a Change of Site for a health care institution, provide S 
response to General Criterion and Standards (4)(e-o) 

RESPONSE: Not applicable. 

2. Describe the relationship of this project to the applicant facility's long-range development 
plans, if any. 

RESPONSE: This is a new facility. However, it is the first facility in Tennessee to be 
sought to be developed by Strategic Behavioral Health, LLC, which is a provider of 
mental health services in a number of other states. Strategic Behavioral Health, LLC is 
based in Memphis, Tennessee, and considers the development of a Tennessee facility 
to be essential to its long-range development plan. 

3. Identify the proposed service area and justify the reasonableness of that proposed area. 
Submit a county level map Including the State of Tennessee clearly marked to reflect the 
service area. Please submit the map on 8 1/2" x 11" sheet of white paper marked 
only with ink detectable by a standard photocopier (Le., no highlighters, pencils, 
etc.). 

SESPONS 4:  The proposed service area consists of the Tennessee counties of Sullivan 
and Hawkins, and the Virginia counties of Wise, Scott and Lee. The proposed service 
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area maps are attached. The applicant plans to establish this facility In this most 
populous town in the most populous county In the service area, its location is 
convenient to residents of Hawkins County, as well as to residents of Wise, Scott, and 
Lee Counties In Virginia. These counties form a service area which looks to facilities In 
10ngspoit for service. It also constitutes an area that has very few Inpatient psychiatric 
beds. It needs this project 

4. A. Describe the demographics of the population to be served by this proposal. 

RESPONSE: The demographics of the service area are es demonstrated In the 
attached population data tables. 

B. Describe the special needs of the service area population, Including health 
disparities, the accessibility to consumers, particularly the elderly, women, racial 
anclethnic minorities, and low-income groups. Document how the businals plans 
of the facility will take into consideration the special needs of the service area 
population. 

RESPONSE: See the responses to the Guidelines for Growth criteria above. Also, 
according to the publication of the National Institute of Mental Health ("NIMH") entitled 
'The Numbers Count Mental Disorders In America", over 26% of Amedtens 18 and 
older suffer from a diagnosable mental disorder In any given year. Furthermore, NIMH 
states that 6% of the population suffers from a serious mental Illness, and mental 
disorders are the leading cause of disability In the U.S: These same conditions apply to 
the population of this project's service area. 

E Describe the existing or certified services, including approved but unimplemented CONS, 
of similar Institutions in the service area. Include utilization and/or occupancy trends for 
each of the most recent three years of data available for this type of project. Be certain 
to list each institution and its utilization and/or occupancy Individually. Inpatient bed 
projects must include the following data: admissions or discharges, patient days, and 
occupancy. Other projects should use the most appropriate measures, e.g., cases, 
procedures, visits, admissions, etc. 

RESPONSE: As noted above, there le only one other provider of inpatient psychiatric 
services in the service area: Bristol Regional Medical Center in Bristol, Tennessee. it 
reports having 12 adult psychiatric beds. According to the DOH Office of Health 
Statistics, in 2011, BRMC had 335 psychiatric admissions, which generated 2,448 
patient days. 

Its reported utilization for the past three years as shown in BRMC's Joint Annual Reports 
for the respective years, differs significantly, and apparently does not reflect the 
utilization of its 12 psychiatric beds: 

Year 
Drug/Alcohol 
Admissionit 

Drug/Alcohol 
Patient Days 

Psychiatric 
Admissions 

Psychiatric 
Patient Days 

2012 57 200 44 184 
2011 42 146 62 286 
2010 43 116 40 . 195 
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6. Provide applicable utilization and/or occupancy statistics for your instilUtIon for each of 
the past three (3) years and the projected annual utilization for each of the two (2) years 
following completion of the project. Additionally, provide the details regarding the 
methodology used to project utilization. The methodology rause Include detailed 
calculations or documentation from referral sources, and identification of all 
assumptions. 

RESPONSE: This project is for the establishment of a new inpatient psychiatric hospital. 
Them is no historical utilization. The utilization projected for the first two years following 
the completion of this project is as set forth below: 

Month Year I Year 2 
January 3.9 38.7 
February 6.4 40.3 
March 11.8 40.6 
April 18.0 44.0 
May 19.4 44.5 
June 24.0 48.4 
July 27.1 48.4 
August 31.0 50.3 
September 34.0 51.2 
October 34.8 50.3 
November 38.0 52.8 
December 38.7 52.3 
Total Average ADC 23.8 ' 48.8 

ECONOMIC FEASIBILITY 

1. Provide the cast ai the project by completing the Project Costs Chart on the following 
page. Justify the cost of the project. 

All projects should have a project cost of at least 53,000 on Line F. (Minimum CON 
Filing Fee). CON filing fee should be calculated from lJne D. (See Application 
Instructions for Filing Fee). 

• The cost of any lease (building, land, and/or equipment) should be based on fair 
market value or the total amount of the lease payments over the initial term of the 
lease, whichever Is greater. Note: This applies to all equipment leases including by 
procedure or "per click° arrangements. The methodology used to determine the total 
tease cost for a "per click" arrangement must include, at a minimum, the projected 
procedures, the "per click' rate and the term of the lease. 

• The cost for fixed and moveable equipment Includes, but is not necessarily limited to, 
mahtenance agreements covering the expected useful Ile of the equipment; federal, 
state, and local taxes and other government assessments; and installation charges, 
excluding capital expenditures for physical plant renovation or in-wall shielding, 
which should be Included under construction costs or incorporated In a facility lease. 

• For projects that Include new construction, modification, and/or renovation; 
documentation must be provided from a contractor and/or architect that support the 
estimated construction costs. 
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. RDSPONIK: The projected cost report is attached. The documentation from the 
architect and contractor requested are attached hereto. 
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PROJECT COSTS CHART 

A. Construction and equipment acquired by purchase: 

1. Architectural and Engineering Fees $267.000 

2. Legal, Administrative (Excluding CON Filing Fee), 375,00g 
Consultant Fees 

3. Acquisition of Site $925.000 

4. Preparation of Site $675,000 

DE
C 

13
'1

3 P
H1

:3
2 

8i$60.002 

8. Contingency Fund $200,000 

7. Fixed Equipment (Not included in Construction Contract) $660.000 

8. Moveable Equipment (list all equipmentover660,600) $100.000 

9. Other (Specify) N/A N/A 

B. Aantlsitton by gift, donation, or lease: 

1. Facility (inclusive or building end land) N/A 

2. Building only N/A  

3. Land only N/A , 

4. Equipment (Specify) Cooler $2,000 

5. Other (Specify) WA 

C. Financing Costs and Fees: 

1. Interim Financing $150.000 

2, Underwriting Costs $76,000 

3, Reserve for One Year's Debt Service 

4. Other (Specify) Build Year Operating Cost $562.607 

D. Estimated Project Cost 
(MB+C) $11.691.609  

E. CON Filing Fee $28.306 

F. Total Estimated Project Cost 
03+E) $11.717.916 

TOTAL $11.717.915 
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46 SUPPIIEMENTAL-# 1 
ri January 29, 2014 
cv 3:10pm 

2. Identify the hinding sources for this project. 

A. Please check the applicable Item(s) below and briefly summarize how the project 
will be financed (Documentation for the type of funding MUST be Inserted 
at the end of the application, In the correct alpha/numeric order and 
Identified as Attachinent C, Economic Feasibility-2). 

CIA. Commercial ban- Letter from lending institution or guarantor stating 
favorable Initial contact, proposed loan amount, expected interest rates, 

• anticipated term of the loan, and any restrictions or conditions; 

CIB. Tax-exempt bonds - Copy of preliminary resolution or a letter from the 
issuing authority stating favorable initial contact and a conditional 
agreement from an underwriter or Investment banker to proceed with the 
issuance; 

DC. General obligation bonds-Copy of resolution from issuing authority or 
minutes from the appropriate meeting. 

CID. Grants--NotifIcation of Intent form for grant application or notice of grant 
award; or 

ME. Cash Reserves-Appropriate documentation from Chief Financial Officer. 

OF. Other-Identity and document funding from all other sources. 

RESPONSE:  The funding source letter for this project Is attached hereto. 

3. Discuss and document the reasonableness of the proposed project costs. If applicable, 
compare the cost per square foot of construction to similar projects recently approved by 
the Health Services and Development Agency. 

RESPONSE: The project costs for establishing this new inpatient psychiatric facility are 
reasonable. The cost per square foot of construction is approximately $153. This 
compares favorably with recent projects approved by the Health Services and 
Development Agency. 

4. Complete Historical and Projected Data Charts on the following two pages-Do not 
modify the Charts provided or submit Chart substitutions! Historical Data Chart 
represents revenue and expense information for the last three (3) years for which 
complete data is available for the Institution. Projected Data Chart requests Information 
for the two (2) years following the completion of this proposal. Projected Data Chart 
should reflect revenue and expense projections for the Proposal Only (i.e., if the 
application is for additional beds, including anticipated revenue from the proposed beds 
only, not from all beds In the facility). 

RESPONSE:  As noted, this is a new facility, therefore, there Is no historical data for It. 
The requested Projected Data Chart is attached hereto. 

5. Please identify the project's average gross charge, average deduction from operating 
revenue, and average net charge. 
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flESPONSE: The 
Is 

average gross charge Is $1,578., Its average deduction from 
operating revenue Is $079, and Its average net charge is $599. 
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HISTORICAL DATA CHART 
N/A 

Give Information for the last three (3) years for which complete data are available for the facility 
or 

A. 
B. 

agency. The fiscal year begins in (Month). 

Year Year Year 

Utilization Data (Specify unit of measure) 
Revenue from Services to Patients 
1. Inpatient Services 5 
2. Outpatient Services 
3. Emergency Services 
4. Other Operating Revenue 

(Specify) 

Gross Operating Revenue $ 

C. Deductions from Gross Operating Revenue 
1, Contractual Adjustments $ $ 
2. Provision for Charity Care 
3. Provisions for Bad Debt 

Total Deductions $ $ 

NET OPERATING REVENUE 
'D. Operating Expenses 

1.  Salaries and Wages $--_ 
2.  Physician's Salaries and Wages 
3.  Supplies 
4.  Taxes 
5.  Depreciation 
B. Rent 
7.  Interest, other than Capital 
8.  Management Fees: 

a. Fees to Affiliates 
b. Fees to Non-Affiliates 

0. Other Expenses (Specify) 

Total Operating Expenses $ 

E. Other Revenue (Expenses) — Net (Specify) 

NET OPERATING INCOME (LOSS) 

F. Capital Expenditures 

1. Retirement of Principal 5 
2. Interest 

Total Capital Expenditures $ 

NET OPERATING INCOME (LOSS) 
LESS CAPITAL EXPENDITURES $ 
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PROJECTED DATA CHART 
Give information for the two (2) years following the completion 
begins In Jarman, (Month). 

SUPPLEMENTAL-#1 
January 29, 2014 

3:10pm 
of this proposal. The fiscal year 

Year 1 Year 2 
8,700 17,100 A. Utilization Data (Specify unit of measure) patient days 

B. Revenue from Services to Patients 

1. Inpatient Services $13.728,600 $26,96.3,800 

2. Outpatient Services 426,000 040.600 

3. Emergency Services 0 

4. Other Operating Revenue (Specify) N/A 0 0 

Gross Operating Revenue 514,154,600 $28,023,400 . 

C. Deductions from Gross Operating Revenue 

1. Contractual Adjustments $8.521.215 $19.748,595 

2. Provision far Charity Care 686,430 1,349,190 

3. Provisions for Bad Debt 162 612 322_,656, 

Total-  Deductions $9.370,257 518.420,441 

NET OPERATING:REVENUE $4.784,34.1 $9 603 359 

D. Operating Expenses 

1. Salaries and Wages $3.388,492 $6 628,936 

2. Physician's Salaries and Wages 150 000 150 000 

3. Supplies 405,000 786,600 

4. Taxes 60,000 60 000 

5. Depredation 414_,056 414_,0_56 

5. Rent 24 000 34,000 

7. interest, other than Capital N/A Nh_S 

8. Management Fees: 
a. Fees to Affiliates N/A N/A 

b. Fees to Non-Affiliates ,N/A _ N/A 

9. Other Expenses (Specify) utliiliesanslireveVresairsr 843 108 1.057.692 
advartisincilourohasso sery 

Total Operating Expenses $5.284,656 $8,121,284 

E. Other Revenue (Expenses) — Net (Specify) k Lig )43 
NET OPERATING INCOME (LOSS) 

F. Capital Expenditures 

5<500,313> 51,482.075 

1. Retirement of Principal $380 000 $366 879 

2. Interest 454.027 43_8,__343 

Total Capital Expenditures $834 027 $805 222 

NET OPERATING INCOME (LOSS) 6,1,2a,Q, $AWN 
LESS CAPITAL EXPENDITURES 
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B. A. Please provide the current and proposed charge schedules for the proposal. 
Discuss any adjustment to current charges that will result from the 
implementation of the proposal. Additionally, describe the anticipated revenue 
from the proposed project and the impact on existing patient charges. 

RESPONSE: There Is no current charge schedule Tor this facility since it has not 
beah constructed yet Its proposed charges are as follows: 

Adult psychiatric average inpatient charge per day: $1,578 

Geropsychiatric average inpatient charge per day: $1,578 

Child and adolescent average inpatient charge per day: $1,578 

Chemical dependency average inpatient charge per day: $1,578 

These charges compare favorably with charges for other inpatient psychiatric 
(edifies that can be ascertained from the records of the HSDA. 

B. Compare the proposed charges to those of similar facilities in the service 
area/adjolnIng service areas, or to proposed charges of projects recently 
approved by the Health Services and Development Agency. If applicable, 
compare the proposed charges of the project to the currant Medicare allowable 
fee schedule by common procedure terminology (CPT) code(s). 

TtESPONSg: See response to Question A above. 

7. Discuss how projected utilization rates will be sufficient to maintain cost-effectiveness. 

RESPONSE: Given the need for additional psychiatric inpatient services In the service 
area, especially for children, the applicant projects that its utilization rates are sufficient 
tornalntah cost effectiveness of the facility. The applicant has significant experience in 
staling and establishing Inpatient psychiatric facilities in other states. The number of 
psychiatric beds It proposes to build hare (72) take into account economies of scale 
superior to those of smaller-scale units In general acute-care hospitals. This has been 
Strategic Behavioral Health's experience In its numerous other hospitals. 

8. Discuss how financial viability will be ensured within two yearn; and demonstrate the 
availability of sufficient cash flow until financial viability is achieved. 

RESPONSE: As noted above, given the applicant's experience In other states, it is 
confident that financial viability will be ensured within two years and positive cash flow 
will deVelop in the second year. The applicants financial analysis has taken Into account 
any short-term losses that may occur during ramp-up. Strategic Behavioral Health has a 
corporate philosophy of patient capital investment, as evidenced by the numerous 
startup hospital projects it has completed over the last eight years. 

a Discuss the project's participation In state and federal revenue programs including a 
description of the extent to Which Medicare, TennCareiNtedffiald, and medically Indigent 
patients will be served by the project In addition, report the estimated dollar amount Of 
revenue and percentage of total project revenue anticipated from each of Tenncare, 
Medicare, or other state and federal sources for the proposal's first year of operation. 
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RESPONSE: The applicant plane to.parficipate In Medicare and Tenneare. It also will 
provide services to medically indigent patients. The applicant projects that In its first 
year of operations, its estimated actual revenue received train TeMiCaie will be 
approximately $1,818,300 which constitutes approximately 38% of its revenue for that 
year. It further projects that in its first year of operation, its estimated actual revenue 
received from Medicare will be $1,305,000 which constitutes approximately 27% of Its 
revenue for that year. 

10, Provide copies of the balance sheet and Income statement from the most recent 
reporting period of the institution and the most recent audited financialatatements with 
accompahying notes, if applicable. Fot new projects, provide financial information for the 
corporation, partnership, or principal parties involved with the project. Copies must be 
Inserted at the end of the application, In the correct alphanumeric order end labeled as 
Attachment C, Economic Feasibility-10. 

RESPONSE: SE11-1-Kingsport, LLOIS a new entity, Its corporate documentation is 
attached. The requested financial documentation for its parent company, Strategic 
Behavioral Health, is attached. 

11. Describe alternatives to this project which were considered and discuss the advantages 
and disadvantages of each alternative including but not limited to: 

A. A discussion regarding the availability of less costly, most effective, ander more 
efficient alternative methods of providing the benefits Intended by the proposal. If 
development of such alternatives Is not practicable, the applicant should justify 
why not; including reasons as to why they were rejected. 

RESP SSE:  The applicant has reviewed the dosing of psychiatric beds In the Meader 
East Tennessee area that has gone on fora number of years, including at Indian Path 

• Pavilion in 2009. Given that, the applicant is confident that there are no lass costly, 
more effective, mare efficient ways of providing the benefits of inpatient psychiatric beds 
other than by =strutting a new facility. Strategic Behavioral Health has analyzed this 
Issue In other contexts, and found that freestanding psychiatric hospitals operate on a 
significantly tower cost per patient day than acute hospital psychiatric units or state-nut 
psychiatric facilities. 

B. The applicant should document that consideration has been given to alternatives 
to new construction, e.g., modernization or sharing arrangements. It should be 
documented that superior alternatives have been implemented to the maximum 
extent practicable. 

RESPONSE: The applicant has no facilities in east Tennessee to modernize. It does 
not believe that any other providers In east Tennessee would engage In sharing 
arrangements with it, since it its new provider in the area. Further, sharing facilities Is 
not likely to cede, since there are no other freestanding psychiatric hospital facilities in 
its service area. 

(NIL) CONTRIBUTION TO THE ORDERLY DEVELOPMENT OF HEALTH CARE 

1. List all existing health care providers (e.g., hospitals, cuisine homes, home care 
organizations, etc.), managed care organizations, alliances, and/or networks with which 
the applicant currently has or plans to have contractual andior working relationships, 
e.g., transfer agreements, contractual agreements for health services. 
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RESPOM: The applicant plans to have transfer agreements with local area hospitals. 
such as Weilmont Holston Valley Medical Center in Kingsport. Strategic Behevidral 
Health, the parent company of the applicant reports that In every community in which it 
provides care, It has a history of working with all agencies and other providers to provide 
a collaborative process to analyze and reduce barriers to access and service delivery. 
In this service area, there are currently no freestanffing psychiatric hospital beds, a 
critical component of the mental and behavioral health continuum of care. 

2. Desaibe the positive and/or negative effects of the proposal on the health care system. 
Please be sure to discuss any instances of duplication or competition arising from your' 
proposal Including a description of the effect the proposal will have on the utilization 
rates of existing providers in the service area of the project 

RESPONSE: The applicant has noted repeatedly hi this application;  other than the 12 
inpatient geropsychiatdc beds at BRMC in eastern Sullivan County, Tennessee, there 
are no other Inpatient psychiatric beds, to the applicant's best knowledge, in this service 
area. Furthermore, the population of the service area, when analyzed in terms of the 
Guidelines for Growth's numerical formula, demonstrates a need for additional Inpatient 
0yr:hirable beds. Therefore, the applicant does not project that its project will have 
Significant impact on the utilization rates of any existing providers In the service area for 
the project Furthermore. by offering dedicated chemical dependency and child and 
adolescent beds to the service area, the applicant will have a positive effect on the 
behavioral healthcare system in the service area. 

3. Provide the current and/or anticipated staffing patterns for all employees providing 
patient care for the project This can be reported using Fits for these positions. 
Additionally, please compare the clinical staff salaries in the proposal to prevailing wage 
patterns in the service area as published by the Tennessee Department of Labor & 
Workforce Development and/or other documented sources. 

RESPONSE: The requested staffing pattern information is attached hereto. 

4. Discuss the availability of and accessibility to human resources required by the proposal, 
including adequate professional staff, as per the Department of Health, the Department 
of Mental Health and Developmental Disabilities, and/or the Division of Mental 
Retardation Services licensing requirements. 

• 
RESPONSE: The applicant, as a subsidiary of a successful, Tennessee-based, 
psychiatric hospital company, will have sufficient access to human resources required by 
.the proposal adequate to meet the requirements of the Mental Health and Substance 
Abuse Services Department, or the Tennessee Department of Health, as applicable. 

& Verify that the applicant has revieWed and understands ail licensing certification as 
required by the State of Tennessee for medicaVdinical staff. These include, without 
limitation, regulations concerning physician supervision, credentialing, admission 
privileges, quality assurance policies and programs, Utilization review policies and 
programs, record keeping, and staff education. 

RESPONSE,: The applicant understands and has reviewed all licensing and certification 
requirements of the State of Tennessee for medical or clinical staff. 

S. Discuss your health care institution's participation in the training of students in the areas 
of medicine, nursing, social work, etc. (e.g, Internships, residencies, etc.). 
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RESPONSE: The applicant is plans to participate in the training of students in the area 
of behavioral healthcare. it Is open to collaborating with area nursing schools and other 
healthcare training and education providers. 

7. A. Please verify, as applicable, that the applicant has reviewed and understands the 
licensors requirements of the Department of Health, the Department of Mental 
Health and Developmental Disabilities, the Division of Mental Retardation 
Services, and/or any applicable Medicare requirements. 

RESPONSE The applicant has reviewed and understands the licensor° 
requirements of the Tennessee Department of Mental Health and Substance 
Abuse Services and the Department of Health, as applicable. 

13. Provide the name of the entity from which the applicant has received or will 
receive licensors, certification, and/or accreditation. 

Litensure: The applicant anticipates licensure from the Department of Mental 
Health and Substance Abuse Services. 

Accreditation: The applicant intends to obtain accreditation by the Joint 
Commission. 

C. If an existing institution, please describe the current standing with any licensing, 
certifying, or accretiking agency. Provide a copy of the current license of the 
facility. 

RESPONSE,: Not applicable. 

D. For existing licensed providers, document that all deficiencies Qf any) cited in the 
last licensure certification and inspection have been addressed through an 
approved plan of correction. Please Include a copy of the most recent 
licensure/cartification inspection with an approved plan of correction. 

RESPONSE Not applicable. 

8. Document and explain any final orders or judgments entered In any slate or country by a 
licensing agency or court against professional licenses held by the applicant or any 
entitles or persons with more than a 5% ownership interest h the applicant Such 
information Is to be provided for licenses regardless of whether  such license Is cunently 
held. 

RESPONSE: No such orders or judgments exist. 

9. Identify and explain any final civil or criminal judgments for fraud or theft against any 
person or entity with more than a 5% ownership Interest in the project. 

RESPONSE: There are no such civil or criminal judgments. 

10. If the proposal Is approved, please discuss whether the applicant will provide the 
Tennessee Health Services and Development Agency and/or the reviewing agency 
information concerning the number of patients treated, the number and type of 
procedures performed, and other data as required. 

RESPONSE: If approved, the applicant will provide the Tennessee Health Services and 
Development Agency and any other reviewing agency with the requested intonation. 
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54 

PROOF OF PUBLICATION. 

Attach the full page of the newspaper in which the notice of Intent appeared with the 
mast and dateline Intact or submit a publication affidavit from the newspaper as proof of 
the publication of the letter of intent 

in 
cs 
Lir rJ 

DEVELOPMENT SCHEDULE 

Tennessee Code Annotated §6841-1609(c) provides that a Certificate of Need is valid for 
a period not to exceed three (3) years (for hospital projects) or two (2) years (for all other 
projects) from the date of Its Issuance and after such time shall expire; provided, that the 
Agency may, ht granting the Certlfir.ate of Need, allow longer periods of validity for 
Certificates of Need for good cause shown. Subsequent to granting the Certificate of 
Need, the Agency may extend a Certificate of Need for a period upon application and 
good cause shown, accompanied by a non-refundable reasonable filing fee, as 
proscribed by mie. A Certificate of Need with hes been extended shall expire at the end 
of the extended time period. The decision whether to grant such an extension is within 
the sole discretion of the Agency, and is not subject to review, reconsideration, or 
appeal. 

1. Please complete the Project Completion Forecast Chart on the next page. If the 
project will be completed In multiple phases, please Identify the anticipated 
completion date for each phase. 

2. if the response to the preceding question Indicates that the applicant does not 
anticipate completing the project within the period of validity as defined In the 
ptecedIng paragraph, please state below any request for an extended schedule 
and document the "good cause" for such an extension. 

Form HF0004 
Revised 05/03104 

Previous Forms are obsolete 

:29 
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DAYS 
BEWARED 

i. Architectural and engineerinp contract signed 

Construction documents •,poroved by the Tennessee 
2147 • Depanment of Health 

Construction contract signed 61 

4 Building permit secured f1,53 

5. Site OMPOrati(111 completed 214 

Building construction commenced .0. 12.20; 

7. Construction 40% complete 8:71' 

B. COMMICIi01180% complete 5241 

9. Construction 100% complete lapnroved fort :comet 

Anticipated Oufr 

(MONTH/VE.49i 

3128)14 ., 

110126114 I 

501/14 -,  

10/28114.. I 
111.1/14 

41.1/16:y:. 

WW1  

56 

DE
C 

13
'1

3  p
m1

:3
3  

PROJECT COMPLETION FORECAST CHART 

gofer the Agency °rejected Initial Decision date. as Published In  T.C-A. § 61{-1f-1609(0 3,204  1 

Assuminpthe CON approval becomes the final agency action on that date' indicate the number of days 
from the above ewer decision data to each phase of the completion forecast. 

 

[59s 11(16116 

600.- 11/15/10 

     

    

12MS 

    

629 

  

12/16f15 

For protects that do NOT involve construction or renovation: Please complete items 
10 and 11 only. 

Note: If !Menden occurs, the c011111101i0/1 forecast Will be Stunted at the time of the final 
determination to reflect the actual Issue date. 
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B.III.A. - Plot Plan 
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B.IV. - Floor Plan 
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SUPPLEMENTALPI 2 
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C.3. - Service Area Map 
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C. Economic Feasibility 1. - Construction 
Documentation 

SBH-KINGSPORT 001667 SBH-KINGSPORT 001667



73 

THOMAS 
CONSTRUCTION GROUP 

December 9, 2013 

Mr. Jim Shaheen 
Strategic Behavioral Health 
8295 Tournament Drive, Suite 201 
Memphis, TN 38125 

Re: Strategic Behavioral Health Facility—Kingsport, Tennessee 

Dear Jim: 

As your construction partner, Thomas Construction Group has extensive experience building your behavioral health 
centers over the past 6 years. We are currently constructing projects for SBH In Las Vegas, Nevada, and Cortege 
Station, Texas. 

We have reviewed the preliminary InbrmatIon prepared by LS3P for the proposedKingsport TN project, and the 
Project Costs Chair contained In the Certificate of Need application for the above referenced project, specifically 
Part A ("Consbucilon and Equipment acquired by Purchase). Based upon the Information provided to us. the 
amounts set forth in Part A of the 'Project Costs Chad' (attached) appear appropriate at today's costs. 

Sincerely, 

T 0 t CONSTRUCTION GROUP 

Christopher N. Reid 
President 

CNR5s 

cc: Mike Carona, SBN . 

Building on a Strong Foundation 
1111 Military Cutoff Road Suite 191 • Wilmington, NC 28405 

(0) 910.799.2295 • (f) 910.799.2072 
www.thamasconstructiongroUP•con 
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C. Economic Feasibility 2. - Finance Letter 
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STRATEGIC 
BEHAVIORAL HEALTH, LLC 

75 SUPPLEMENTAL-# 1 
January 29, 2014 

3:10pm 

December II, 2013 

Melanie M. Hill, Executive Director 
Tennessee Health Services and Development Agency 
Andrew Jackson State Office Building, Ninth Floor 
500 Deaderick Street 
Nashville, TN 37243 

RE: SBH—Kingsport, LLC Psychiatric Hospital Project 

Dear s Hill: 

The Kingsport, LLC Hospital project will be funded by a combination ofcash, 
accumulated earnings from operations and availability under our revolving line of credit. 
As of November 30, 2013 Strategic Behavioral Health, LLC (parent company of SBH —
Kingsport, LLC) had $4.1 million in cash balances and $6.7 million available under its 
$15.5 million revolving credit facility syndicated through Fifth Third Bank. 

The current borrowing rate under this credit facility is. LIBOR plus 3.50% and the 
facility matures on May 20, 2018. 

The combination of cash, availability under the credit facility and net cash flows 
from existing operations are more than sufficient to provide the funding required for SBH 
— Kingsport, LLC Psychiatric Hospital Project. 

Please feel free to call me if you have any questions regarding this letter or if you 
need any additional information. 

Sincerely, 

Michael A. Orians 
Vice President, Treasurer 
Strategic Behavioral Health, LLC 

8295 Tournament Drive, Suite 201 * Memphis, TN 38125 
(901) 969-3100* Fax (901) 969-3120 
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76 SUPPLEMENTAL- # 1 
January 29, 2014 

3:10pm 

FIFTH THIRD BANK 

December 12, 2013 

 

Melanie M. Hill, Eitecudve Director 
Tennessee Health Services and Development Agency 
Andrew Jackson State Office Building, Ninth Floor 
500 Deaderick Street 
Nashville, TN 37243 

RE: 81314 —1Cinasport. LLC Psychiatric Hospital Project (the "Proical 

Dear Ms Hill: 

Fifth Third Bank, as Agent for Strategic Behavioral Health, LLC ("SB/11), and its 
affiliates including SBH — Kingsport, LLC, recently expanded its credit facility and 
entered into an $80 million dollar syndicated credit facility in May 2013. Under the new 
credit facility, SBH has a $15.5 million revolving credit loan available to fund, among 
other things, future development projects such as this Project. 

This letter is to provide assurance that Fifth Third Bank is familiar with the Project being 
proposed for CON approval to better serve Kingsport and the surrounding communities. 

Fifth Third Bank has a high degree of interest in financing the proposed Project The 
Bank anticipates providing both construction and permanent financing for the Pi‘oi44 
through its revolver. It is the understanding of the Bank that the overall Project and 
financing request will not exceed $12,000,000. 

The interest rate on the lopn would be based on LIBOR plus an applicable spread. The 
current variable rate on the loan is approximately 3.75%. 

Please feel free to call or email me directly if you have any questions regarding this letter 
or if you need any additional information. We very much look forward to working with 
you and S131-1 on the financing and completion of this Project 

• 
Si erely

ei.e 

 

Stephen C. Ta 
Assistant Vice President 
Fifth Third Bank — Healthcare Division 
Phone: 615.6873003 
Email: stephentavlork053.com   
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C. Economic Feasibility 10. - Balance Sheet and 
Income Statement 
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CONFIDENTIAL. 
STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 

Consolidated Statements of Assets, Liabilities and Members' Equity- 
Modified Comb Basis 

December 31,2012 and 2011 

2012 2011 

ASSETS 
Curn:M assets 
Cash and cash equivalents $ 2,820,508 $ 4,103,586 
Accounts receivable, net of allowance for doubted 

accounts of $915,540 at 2012 and $264,197 at 2011 8,195,262 1,668,921 
Inventories 67,931 26,138 
Prepaid expenses 741,435 324,626 

Total surest assets 11,825,136 6,123,271 

Property and equipment 48,843,897 31,122.773 
Leasannonelated deprr.efatIon (2,181,981) (985,673) 

Property and equipment, net 0.661,916 30.737,103  

Deposit on acquisition 32,063,791 
Goodwill 28,616,112 
Other assets, net 1,080,521 723,794 

Total other ands 29,696,633 32,787,585 

Total assets $ 88,183,685 $ 69,647,956 

LIABILITIES AND MEMBERS' EQUITY 
Cunard liabilities 
Current maturities of long-tom debt $ 1,703,039 $ 1,334,616 
Accounts payable 923,373 930,106 
Atoned expenses 3,272,283 1,216459 
Accrued diabibutions to members 439,396 531,1/1 

Total current liabilities 6.338.091 4.012,292 

Long-term debt, less current maturities 40,739459 34,481,765 
Total liabilities 47,077450 38,494,057 

Members' equity 
Members' contributions 36,915,034 31,915,034 
Note nmeivable for members' contributions (71,616) (76,616) 
Accumulated earnings (deficit) 4,262,617 (684,519) 
Total members' equity 41.106.035 31,153,899 

Total liabilities and members' equity $ 88,183,685 $ 69.647,956 

See accompanying notes. 

SBH-KINGSPORT 001673 
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CONFIDENTIAL 
STRATEGIC BEHAVIORAL HEALTH, LW AND SUBSIDIARIES 

Consolidated Statements of Revenues and F.xpenses - 
Modified Cash Bade 

Yews Ended December 31, 2012 and 2011 

2012 2011. 

Revalues 
Patient service revenue (net of contractual allowances 

and discounts) 
ProvislOn for bad debts 

S 50,630,683 
(748,305) 

S 19,290243 
(404,798) 

Nat pedant service revenue less provisions for bad debts 49.882,378 18,885,445 

Expenses 
Salaries and benefits 28,084,047 9,835,300 
Professional fees 3,204,772 1,154.667 
Supplies 2,632,128 893,950 
Management and incentive fees 1,030,560 532,895 
Depreciation and amortization 1,211,918 345;972 
Rent 880,575 294,540 
Utilities 900,441 231,381 
Insurance 409,614 138,293 
Interest 1,604,292 410,697 
Acquisition costa 51,263 610,448 
Other expenses 2,640,170 749.981 

Total ccpmses 42,649,780 15.198,124 

Excess of revenues over expenses- modified cash basis S 7,232,598 S 3,687,321 

See accompanying notes. 
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C. Contribution to the Orderly Development of Health 
Care 3 - Current and/or Anticipated Staffing Patterns 
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BUILD YEAR YEAR.2 

FTE's 
!Clinical Clinical 

rate FTE's rate 
day $10.00 Techs 1.4 day $10.00 Techs 1.4 
even $11.00 Techs 1.4 even $11.00 Techs 1.4 
night $12.00 Techs 1.4 night $12.00 Techs 1.4 

day $10.00 Techs 1.4 day $10.00 Techs 1.4 
even $11.00 Techs 1.4 even $11.00 Techs 1.4 
night $12.00 Techs 1.4 night $12.00 Techs 1.4 

day $10.00 Techs 0.0 day $10.00 Techs 1.4 
even $11.00 Techs 0.0 even $11.00 Techs 1.4 
night $12.00 Techs 0.0 night $12.00 Techs 1.4 

add® $45.00 Clinical Dir 1.0 day $10.00 Techs 1.4 
$35.00 Program Dir 1.0 even $11.00 Techs 1A 

day $25.00 R.N.'s/U.M. 1.4 night $12.00 Techs 1.4 
even $27:00 R.N.'s/U.M. 1.4 
night $30.00 R.N.'s/U.M. 1.4 add on $45.00 Clinical Dir 1.0 ✓ 
day $18.00 L.V.N. 0.0 $35.00 Program Dir 1.0 
even $18.00 L.V.N. 0.0 
night $18.00 L.V.N. 0.0 day $25.00 R.N.'s/U.M. 1.4 
day $25.00 Therapist 1.0 even $27.00 R.N.'s/U.M. 1.4 
day $25.00 Therapist 0.0 night $30.00 R.N.'s/U.M. 1.4 
day $25.00 Therapist 0.0 
day/even $25.00 Therapist 0.0 day $25.00 R.N.'s/U.M. 1.4 
day/even $25.00 Therapist 0.0 even $27.00 R.N.'s/U.M. 1.4 
day $18.00 RT 1.0 night $30.00 R.N.'s/U.M. 1.4 
day $18.00 0.0 

day $25.00 R.N.'s/U.M. 1.4 
day $0.00 Teachers 0.0 even $27.00 R.N.'s/U.M. 1.4 
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day $0.00 Teachers 0.0 night $30.00 R.N.'s/U.M. 1.4 
day $0.00 Teachers 0.0 

Totals 18.8 day $18.00 LV.N. 1.4 
even $18.00 LV.N. 1.4 
night $18.00 LV.N. 1.4 

day $18.00 LV.N. 1.4 
Non-Clinical even $18.00 LV.N. 1.4 

rate FTEs night $18.00 LV.N. 1.4 
day $72.12 Admin 1.0 2.0 
day $20.00 Admin Sec 1.0 day $19.00 L.V.N. 1.4 
day $30.00 BOM 1.0 even $18.00 LV.N. 1.4 
day $17.50 130 Clerks 1.0 night $18.00 L.V.N. 1.4 
day $25.00 med rec supr 1.0 
day $24.00 Marketing 2.0 day .$25.00 Therapist 1.0 
day $10.00 Recept 2.8 day $25.00 Therapist 1.0 
day $40.00 Nurse Admin 1.0 day $25.00 Therapist 1.0 
day $12.00 Dietary 4.0 dayleven $25.00 Therapist 1.0 
day $30.00 Utilization Rev 1.0 day/even $25.00 Therapist 0.0 
day $24.00 Admissions 3.0 day $18.00 RT 1.0 

$0.00 day $18.00 RT 1.0 
day $20.00 HR 1.0 
day $30.00 QA/infctr 1.0 day $15.00 Teachers 0.0 
day $15.00 Maint 1.0 day $15.00 Teachers 0.0 

21.8 day $0.00 Teachers 0.0 
Totals 52.0 

Non-Clinical 
rate FTE's 

day $72.12 Admin 1.0 
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AFFIDAVIT CO 

STATE OF namtotaiml 
COUNTY oFISDISSOMMI Ca; 

MIEltilMOIRESSOET SECO being first duly sworn, says that he/she 

is the applicant named in this application or his/her/its lawful agent, that this project will be 

completed In accordance with the application, that the applicant has read the directions to 

this application, the Rules of the Health Services and Development Agency, and T.C.A.§ 68-

11-1601, et seq., and that the responses to this application or any other questions deemed 

appropriate by the Health Services and Development Agency are true and complete. 

AS Ser's 1/41"1—%;r:LI Yrarecra 
NATUR ITLE Devacefirlevr 

Sworn to and subscribed before me this  t  day of 'MOS  
(Month) (Year) 

a Notary 

Public in and for the County/State of MW.SalgiWAreaffi  

)2,  
NOTARY PUBLIC 

My commission expires qaeaTi): PfMr69I  
(Month/Day) (Year) 

MY COMMISSIONEXPMET, 
Ottebei9.2018  
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January 29, 2014 
3:10pm 

January 28,2014: 

Mr. Phillip M. Earhart 
Health Plasma M 
Tennessee Health Services and Development Agency 
Andrew Jackson Building, 9th Ploor 
502 Deaderick Street 
Nashville, TN 37243 

Via Hand Delivery 

Re: Certificate of Need Application CH1312-050 
SBH-Kingsport LW 

Dear Mr. Earhart: 

Set forth below are the responses of SBH-Kingsport, LLC, the applicant in Certificate of 
Need Application CN1312-050 to the request for information dated December 20, 2013. We have 
filed these in triplicate, as you directed, along with an affidavit regarding the responses. If you have 
any questions or need additional information, please advise. 

I. Section A, Applicant Profile, Item 6 

The Purchase and Sale Agreement is noted. Please provide a clearer and legible copy of 
Exhibit A of the document. 

RESPONSE: The requested documentation is attached hereto. 

2. Section A, Applicant Profile, Item 13 

Please identify all TennCare MCOs in the applicant's service area and the TennCare MCOs 
with which the applicant intends to contract. 

RESPONSE: The applicant expects to contract with BlueCare, TennCare Select and United 
Healthcare Community Plan. 

3. Section B, Project Description, Item I 

Your response is noted. Please provide an executive summary not to exceed two (2) pages. 
Please list the following areas as headers and address each area under the header: proposed 
services and equipment, ownership structure, service area, need, existing resources, project 
cost, funding, financial feasibility and staffing. 

RESPONSE: 
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Proposed Services and Equipment: 

SBH-Kingsport, LW ("SBH") proposes to establish a 72-bed, free-standing psychiatric 
hospital located in Kingsport, Sullivan County'  Tennessee. It is requesting CON permission 
to construct. 18 adult psychiatric beds, 16 geropsychiatdc beds, 28 child and adolescent 
psychiatric beds, and 10 chemical dependency beds for a total of 72 beds. 

Ownership Structure: 

8/311 will be owned and operated by a limited liability company, SBH-Kingsport, LLC. This 
limited liability company is a wholly-owned subsidiary of Strategic Behavioral Health, LLC, 
which is an inpatient psychiatric hospital company based in Memphis, Tennessee. It 
currently operates seven psychiatric hospitals through subsidiaries in the states of Colorado, 
Nevada, New Mexico and North Carolina. It has another facility under development in 
College Station, Texas. SBH will be its first hospital based in its home state of Tennessee. 

Service Area: 

The service area for SHH is projected to be the counties of Sullivan and Hawkins in 
Tennessee, and the counties of Wise, Scott and Lee in southwestern Virginia. 

Need: 

Currently, in this service area there are only twelve inpatient psychiatric beds, located at 
Bristol Regional Medical Center in Bristol, Tennessee, at the eastern end of the service area. 
Thus, as far as the applicant is able to ascertain, in its proposed service area, which has a 
population of more than 300,000 people, there are only 12 inpatient psychiatric beds (located 
in Bristol). Thus, there is a significant need for additional inpatient psychiatric bed resources 
in this service area, particularly as it pertains to children and adolescents. Sullivan County is 
the most populous county in upper East Tennessee, and Kingsport is the biggest municipality 
in the service area. 

Existing Resources: 

There are no other free-standing inpatient psychiatric hospitals within the service area. There 
are only twelve inpatient psychiatric beds in this service area, located at Bristol Regional 
Medical Center in Bristol, Tennessee. 

Protect Cost: 

The projected project costs for this hospital development are approximately $12,000,000. 

Funding: 

The funding for this project will be developed with the assistance of Dobbs Management 
Services, LW, the owners of which represent the majority ownership of Strategic Behavioral 
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Health, LLC. The proposed project will be funded through cash, a credit line with Fifth 
Third Bank and net cash flows from existing operations. 

Financial Feasibility: 

As of December 31, 2012, SHH itself had consolidated annual net revenue of appnaximately 
$50.7 million and employed approximately 745 employees. Thus, Strategic Behavioral 
Health, LLC, the parent company of SHIMCingsport, LLC, is a well-capitalized, financially 
successful psychiatric hospital development and management company. 

Staffing: 

Shategic Behavioral Health expects no difficulty in attracting staff to the proposed new 
hospital. There are several teaching institutions within Strategic Behavioral Health's service 
area. These colleges and universities offer programs in nursing, counseling & human 
services, psychology, psychiatry and many offer programs in medical practice management, 
medical billing, and other healthcare service related fields. Graduates of these colleges and 
universities will have an opportunity to work at Strategic Behavioral Health's Kingsport 
facility. 

Strategic Behavioral Health also has prior experience building and staffing new hospitals 
across the United States. The company uses an employee seaich service should it become 
necessary to look outside the service area for employees, and Strategic Behavioral Health has 
found no difficulty staffing its hospitals in smaller markets like Wilmington, North Carolina 
and College Station, Texas Strategic Behavioral Health will be able to attract qualified, 
well-trained professionals who will live and work in the service area. 

Please describe the classes and curriculum that is part of the proposed project 

RESPONSE: 

Clinical Program Description 

The Strategic Behavioral Health (SUM philosophy of care is based upon a therapeutic model. All 
clinical disciplines work together to produce positive outcomes. Using the CORE (Clinical 
Outcomes in Routine Evaluation) we consistently reevaluate our acute care outcomes and strive to 
improve our programming through research. 
Fundamentals of treatment include being good community partners where comprehensive care starts 
with the first referral call to follow-up care post discharge. Clinical services begin with an initial no 
cost assessment. Upon admission, a psychiatrist conducts an initial psychiatric assessment Within 24 
hours along with a therapist treatment plan meeting. A family therapy session is required within 72 
hours. Throughout treatment, safety is paramount and supported by around the clock 15 minute 
safety checks by direct care staff. Discharge planning includes a safety plan with follow-up 
appointments or step-down level of care assignment 
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We offer several specialty programs for all ages. Each program is individnalized to meet the cultural 
and strength based needs taking into special consideration multiple factors such as acuity, age, 
gender, development, and family support. We believe that family involvement, when possible, is the 
foundation for care. AU programming includes individual, process and psychoeducation groups, and 
family therapy. Below is a summary of our programs. 
Child & Adolescent: 

• Character Counts: Psychoeducation programdeveloped by the Josephson Institute Center for 
Youth Ethics incorporated into the daily routine to emphasize elements of good character. 

• Trauma-Focused Cognitive-Behavioral Therapy: 17-CDT is the most well-supported and 
effective treatment for children who have been abused and traumatized. Multiple clinical 
research studies consistently have found it to help children with PTSD and other trauma-
related problems, 

• Level System: Reward based system to promote positive development based on General 
Behaviors (GB) and Target Goals (TO). General behavior is defined as following the rules 
of the facility and staying focused on the posted values and demonstrating appropriate 
behaviors, Target goal points are earned when the patient is working toward the goal he or 
she chose from his other individual treatment plan that morning. 

• The Seven Challenges Program: Designed specifically for adolescents with drag problems, to 
motivate a decision and commitment to change - and to support suornei in implementing the 
desired changes. The Program simultaneously helps young people address thew drug 
problems as well as their co-occurring life skill deficits, situational problems, and 
psychological problems. 

• Clear Path: Specialized treatment for sexual offenders in a residential setting. 

Adult & Geriatric: 
• Illness Management & Recovery Model: Illness management is an evidence based treatment 

from SAMHSA with a broad set of strategies designed to help individuals with serious 
mental illness collaborate with professionals, reduce their susceptibility to the illness, and 
cope effectively with their symptoms. Research on illness management for pawns with 
severs mental illness, including 40 randomized controlled studies, indicates that 
psychoeducation improves people's knowledge of mental illness; that behavioral tailoring 
helps people take medication as prescribed; that relapse prevention programs reduce 
symptom relapses and re-hospitalizations: and that coping skills training using cognitive-
behavioral techniques reduces the severity and distress of persistent symptoms. 

• Chemical Dependency Treatment: Accompanied with LVIR model, we offer medical 
detoxification and additional support groups utilizing the AA recovery model. Partnerships 
with local agencies provide a transition upon discharge for support groups. 

• Trauma Therapy: 
o EMDR (Eye Movement Desensitization and Reprocessing) has been shown to be 

effective in reducing the intensity of subjective distress related to traumatic memories. 
We offer 3 day intensive trauma focused programming led by EMDR notified 
therapists. 
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o Cognitive Processing Therapy (CPT) is a 12-session therapy that has been found 
effective for both PTSD and other corollary symptoms following traumatic events 
supported by the Veterans Administration. 

• Geriatric Programs: 
o Illness Management & Recovery Model continues to be the foundation for treatment 

for our senior population. Special consideration is given to address any additional 
medical concerns and physical mobility demands. Psychoeducation is also geared 
toward grief and loss, life transitions, and overall wellness. This includes medical 
health and phystral evaluations with medical consults, special dietary concerns, and 
trained nursing aides. The program is geared to be sensitive to transitions in residence 
upon discharge with community partnerships. 

What type of outpatient programs are a part of this proposed project. 

RESPONSE: SBH — Kingsport, LW intrndq to offer Partial Hospitalization and Intensive. 
Outpatient for adults, children and adolescents. This level of programing will allow for direct 
admissions as well as being available as a step down level of care. 

Please clarify if the proposed seventy (72) bed inpatient psychiatric hospital will be classified 
as an Institution for Mental Disease (lMD). 

RESPONSE: SHIT — Kingsport, LLC intends for this seventy two (72) bed inpatient 
psychiatric hospital to be classified as an Institution for Mental Disease (lMD). 

Please describe the applicant's experience in operating the following: 

• An Adult Inpatient Chemical Dependency Unit 
• An Adult Psychiatric Unit 
• An Child and Adolescent Inpatient Psychiatric Unit 
• A Gero-Inpatient Psychiatric Unit 

RESPONSE: Strategic Behavioral Health, parent company of SKI — Kingsport, LLC 
operates seven psychiatric and chemical dependency hospitals across the United States, 
providing quality behavioral healthcare for children, adolescents, adults, and seniors. The 
company has either built or acquired a variety of programs, including acute, residential, and 
outpatient services, with a focus on compassion, empathy, and perseverance for patients and 
their families. MI of Strategic Behavioral Health's facilities are accredited by either the Joint 
Commission or The Commission on Accreditation of Rehabilitation Facilities (CARE), and 
are in good standing with the department of licensure within their respective state. SBil —
Kingsport, LW has the advantage of utilizing the expertise of its sister facilities in the areas 
of clinical program development and operations. 

An Adult Inpatkin Chemical Dependency Unit 
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Strategic Behavioral Health operates an Adult Inpatient Chemical Dependency Unit at the 
following facilities: 

- Montevista Hospital in Las Vegas, NV —20 beds 
- Peak View Behavioral Health Hospital in Colorado Springs treats Chemical 

Dependency and mental health disorders in a combined 40 beds 

An Adult Psychiatric Unit 

Strategic Behavioral Health operates an Adult Psychiatric Unit at the following facilities: 

- Montevista Hospital in Las Vegas, NV —40 beds 
- Peak View Behavioral Health Hospital in Colorado Springs, CO -40 Beds 
▪ The Peak Hospital in Santa Teresa, NM- 44 Beds 

A Child and Adolescent hutatient Psychiatric Um:t 

Strategic Behavioral Health operates a Child and Adolescent Inpatient Psychiatric Unit at the 
following facilities: 

• Montevista Hospital in Las Vegas, NV— 38 beds 
▪ Peak View Behavioral Health Hospital in Colorado Springs, CO - 20Beds 
- The Peak Hospital in Santa Teresa, NM — 12 Beds 
- Strategic Behavioral Center— Wilmington in Leland, NC — 20 Beds 
▪ Strategic Behavioral Center—Raleigh in Garner, NC — 20 Beds 

A Gem-Inpatient Psychiatric Unit 

Strategic Behavioral Health operates a Gero-Inpatient Psychiatric Unit at the following 
facilities: 

Red Rock Hospital in Las Vegas, NV — 21 beds 
- Peak View Behavioral Health Hospital in Colorado Springs, CO— 32 Beds 

4. Section B, Project Description, Item ILA 

Please clan* which two (2) units will share a nurse's station and med room, seclusion room 
and dedicated toilet. 

RESPONSE: The facility has been specifically designed to accommodate various patient 
populations and census levels. Each unit is securely locked and has window access to the 
nurse's station. In additions, each unit has its own medication window for easy and secure 
med distribution. The units that will share a nurse's station are the adult unit with the 
adolescent unit and the child unit with the chemical dependency unit. The seclusion room and 
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bathroom area is a securely locked area, but is a shared area between units. Use of the 
seclusion room and bathroom are coordinated based on need. 

Please clarify.if the twenty-eight (28) adolescent and child unit will be coed. If so, how and 
when will females and males be segregated? 

RESPONSE: The twenty-eight (28) bed adolescent and child units will be coed. All :males 
and females patients will be placed in rooms with same gender. Based on acuity, and clinical 
appropriateness there will be coed programming in an attempt to replicate real life 
environments, assisting in generalizing skills. MI units are supervised to clinical need, 
including q15 minute checks, 

Please describe the outpatient suites. 

RESPONSlit: SI31-1 — Kingsport, LLC has designed a state of the art 72 bed free standing 
psychiatric hospital with much attention to both patient care areas as well as administrative 
space. Our outpatient programing will be held in our outpatient suite which is located within 
the facility but ..,:thipletely separated from our inpatient patient care areas, inclivitng a 
separate entrance so that our inpatient and outpatient populations never mix. 

Please clarify if all the proposed psychiatric units will be locked. 

RESPONSE: All psychiatric units will be locked. . 

What are the proposed ages ranges for each of the four (4) proposed psychiatric units? 

RESPONSE: The ages for the four (4) proposed psychiatric units am as follows: 

Child—ages 5 —11 
- Adolescent—ages 12 —17 
- Adult— ages 18 — 54 
- Gera — ages 55 and up 

Please provide a clearer and legible copy of the square footage and cost per square footage 
chart. 

RESPONSE: The requested copy is attached hereto. 

5. Section B, Project Description, Item KB 

The applicant states there are no existing services in the service area. Please clarify if the 
following providers have declared Hawkins or Sullivan counties In Tennessee, or Wise, 
Scott, and Lee counties in Virginia as part of three service area: 

Magnolia Ridge (Washington County)-Alcohol and Drug, 
Wellraont Bristol Regional Medical Center (Sullivan County) 
Woodridge Psychiatric Facility (Washington County) 
Wellmont Pavilion (Bristol, Virginia) 
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RESPONSE:  The applicant has no information as to whether Magnolia Ridge or Welimont 
Pavilion have claimed any of the listed counties as being in their service area. Neither is 
covered by Tennessee CON law. Woodridge has claimed Sullivan and Hawkins Counties to 
be in its primary service area, and has claimed Scott and Wise Counties in Virginia to be in 
its secondary service area in CON filings. BRMC is in Sullivan County and claims Hawkins 
County in its service area. The applicant assumes that it also claims Wise and Scott Counties 
in Virginia as being in its service area; the appliCant does not so assume as to Lee County, 
Virginia. 

If the above providers are part of the proposed service area of the applicant, please provide a 
summary of services provided, number of licensed beds and age range for each inpatient 
service. 

RESPONSE:  With the exception of Weilmont Bristol Regional Medical Center, none of 
these providers are located in the proposed service area of the applicant. 

6. Secdon B, Project Description, Item U.0 

Please indicate if the applicant has discussed the need for this proposed 72 bed facility with 
the Tennessee Departritent of Mental Health and Substance and Abuse Services. if so, please 
summarize including the date and person contacted. 

RESPONSE: Prior to the submitting of our CON Application, a discussion with the 
Tennessee Department of Mental Health and Substance Abuse Services had not yet taken 
place. On January, 2 2013 a representative from Strategic Behavioral Health contacted Mr. 
John Arredondo, Assistant Commissioner of Hospital Services Division, to fulfill the 
requirement of discussing the proposed 72 bed facility. During the conversation, Mr. 
Arredondo said that the HSDA will get a copy of the application over to his office and that 
they would provide their analysis and response directly to the HSDA. 

Please clarify of the applicant has contacted the Bureau of TennCare, or the contracted 
TennCare managed care organizations in the proposed service area regarding the need for 
additional inpatient psychiatric end chemical dependency units. If so, please provide a 
summary of the contact including the date and person contacted. If not, please contact the 
Bureau of TennCare and the contracted Managed Care Organizations to determine if there is 
a need for additional inpatient and chemical dependency services. Please provide a summary 
of the contact including the date and person contacted. 

RESPONSE: Prior to the submitting of our CON Application, a discussion with the Bureau 
of TennCare and the contracted TennCare managed care organizations bad not yet taken 
place. 

TennCare 

On January, 9 2013 a representative from Strategic Behavioral Health contacted Mrs. Mary 
Shelton, Director of Behavioral Health Operations and Mr. William Aaron, Deputy CFO, to 
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fulfill the requirement of discussing the proposed 72 bed facility with the Bureau of 
TennCare. During the conversation, it was stated that the applicant should seek a contract 
with the MCO's to become a contracted TennCare provider. As a contracted provider the 
applicant would be able to treat TennCare members of all ages, including the adult (ages 18— 
.64) population. At the time of the call, Mrs. Shelton was unable to go on record confirming a 
need for additional inpatient psychiatric beds in Eastern Tennessee. 

BlueCare 

On December 27, 2013 a representative from Strategic Behavioral Health was told that 
behavioral health contracting is managed through Value Options. The SBH representative 
attempted to contact Mrs. Rhonda Roper (UM Clinical Care Manager Supervisor) and 
Brooke McCully (Care Manager). A message was left for both individuals however Strategic 
Behavioral Health is still waiting on a response. 

United Healthcare Community Plan 

On December 27, 2013 a representative from Strategic Behavioral Health attempted to 
contact United Healthcare to inquire about the need for additional inpatient and chemical 
dependency services. A message was left with the credentiating department On January 13, 
20M a follow up call was made and an SBH representative was able to discuss the inpatient 
psychiatric project with Mrs. Kimberly Averitt, Contract Manager. Mrs. Averitt requested 
that an email be sent with the project overview and scope of services in order to do an 
internal evaluation. The email fulfilling Mrs. Averitt's request was sent and Strategic 
Behavioral Health is waiting on a response. 

TennCare Select 

On December 27, 2013 a representative from Strategic Behavioral Health unsuccessfully 
attempted to contact TennCare Select to inquire about the need for additional inpatient and 
chemical dependency services. Strategic Behavioral Health is still waiting on a response. 

Please contact the mobile crisis team serving the proposed service area. Please indicate if the 
mobile crisis teams are experiencing difficulty in referring patients and placing patients into 
inpatient psychiatric facilities. Please provide the date ofthe contact, person contacted and 
summary of the contact. 

RESPONSE: Strategic Behavioral Health has a vast experience in the area of mobile crisis 
evaluation in its other markets and would be open to helping to facilitate the coordination of 
care throughout the service area. Frontier Health was identified as the mobile crisis team 
providing level of care assessments within our service area. A representative from. Strategic 
Behavioral Health initially called and spoke with a member of the Frontier Health Crisis 
Response Team, who indicated that the only resource they really have is Woodridge Hospital 
and they sometimes have to send patients as far as Chattanooga for inpatient hospitalization. 
As a follow up to that conversation a meeting was set with Teresa Kidd (Senior VP of 
Operations) and Randall lessee (Senior VP of Specialty Services) on Thursday, Ociober 10, 
2013. During the meeting it was noted that Frontier does not believe that there is a problem 
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getting patients placed; however at the time of the meeting Strategic Behavioral Health bad 
not excluded Washington County from its service area as we were still very early in the 
planning process. It should also be noted that Frontier did say that if we were able to 
complete our project and provide quality clinical programing that they would work with us.. 

7. Section B, Project Description Item HLA.(Plot Plan). 

Please provide a legible plot plan. 

RESPONSE: The requested plot plan is attached. 

8. Section B, Project Description, Item B.IV 

The floor plans submitted are noted. Please a clearer and legible copy that includes labeling, 
of patient care moms (noting private or semi-private), ancillary areas, equipment areas, etc. 

RESPONSE: The requested floor plan is attached. 

9. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services A. 
Need, I) 

Please reference the year of the recent Census Bureau and Tennessee Department of Health 
population data the applicant used to determine the bed need in the proposed five (3) county 
service areas. 

RESPONSE: The applicant employed the July 1, 2012 Census Bureau population data for 
the population projection for the Virginia counties. It utilized the Tennessee Department of 
Health 2010-2020 population projections as published by the TDOH in 2010. 

Please clarify which Virginia inpatient psychiatric facilities claim Wise, Lee and Scott 
counties in there proposed service area. 

RESPONSE: Representatives of the applicant have not been able to determine this 
information. To the best of the applicant's knowledge, there are no inpatient psychiatric 
providers located in those three counties. 

10. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services 

The applicant has provided responses to the Project Specific Criteria for Psychiatric Inpatient 
Services with the assumption Bristol Regional Medical Center is the only inpatient provider 
covering Hawkins and Sullivan County. It appears Woodridge Psychiatric Hospital located in 
adjoining Washington County includes Hawkins and Sullivan counties in their service area 
Please revise all responses to the Project Specific Criteria for Psychiatric Inpatient Services 
that includes inpatient facilities that has Hawkins and Sullivan counties in their designated 
service area as reflected in the Joint Annual reports. This will impact the bed need for the 
proposed service area. 
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RESPONSE: The request incorrectly states the applicant's position in its CON application. 
The Guidelines for Growth do not require the applicant to analyze data of providers not 
located in its proposed service area. The Joint Annual Reports also do not specify a service 
area for any reporting hospital. 

11. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services A. 
Need, 2) 

The applicant states there is a need for 16.8 gore-psychiatric beds in the proposed service area 
according to the bed need formula. Please clarify how that was determined if the bed need 
formula does not break out gero-psychiatric bed need. 

RESPONSE: As directed by the Guidelines for Growth, the applicant applied the 30 beds 
per 100,000 population standard to the portion of the service area population aged 65 and 
over. 

12. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services A. 
Need, 4) 

Please indicate if the applicant will have a psychiatric unit for age 5-14 and a unit for ages 
15-19. 

RESPONSE: We intend to have a child psychiatric unit for patient's ages 5 - 11 and have 
an adolescent psychiatric unit for patients ages 12 -17. 

13. Section C, Need, Item I a., (Project Specific Criteria-Psychiatric Inpatient Services B.I. 
(Service Area) 

Please complete the following chart. The chart will determine where patients of the proposed 
service area migrate to for psychiatric services. Please contact Mr. George Wade at the 
Tennessee Department of Health, Division of Health Statistics (615-741-1954) and request 
patient discharge utilization data (inpatient day or discharge patient days) from January 1, 
2012 to December 31, 2012 by MCD19 (Mental Diseases and Disorders) and MCD 20 
(Alcohol/Drug Abuse & AkohollDrug-Induced Organic Mental Disorders). 

Patient Origin by County 
Number of Inpatient Days or Discharge Patient Days 

Facility 

,,, 
1 

Ill 

g 

I co 

0 0 t 0 En 

0 

3 

Magnolia Ridge 
(Alcohol and Drag) 
Ncletbuont Bristol 
Regional Hospital 
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Wellmont Pavilion 
WO 
Woodridge 
Psychiatric Hospital 
Moccasin Bend 

Rffigeyiew 
Psychiatric Hospital 
and Center in Oak 
Ridge 
Peninsula Hospital 
in Louisville 
(Blount County) 
Total 

RESPONSE: A representative of the applicant conferred with Mr. Wade on December 26, 
2013, and entailed him the table below with a request for assistance from his office. He 
replied via email on that date stating that he had forwarded applicant's email request on to his 
office's director. Since that time, the applicant has not received any response from Mr. 
Wade's office, or from his director. 

Facility 
0:1 

1 re 

a 
r..7 

t 
0  u or 

Magnolia Ridge 
(Alcohol and Drug) 

not 
available 

not 
available 

not 
available 

not 
available 

not 
available 

Wellmont Bristol 
Regional Hospital 

not 
broken 
out** 

not 
broken 
out** 

not 
listed 

not 
listed 

not listed 

Wellmont Pavilion 
(Va.) 

not 
available 

not 
available 

not 
available 

not 
available 

not 
available 

Woodridge 
Psychiatric Hospital 1,520 5,886 not 

listed 443 not 
listed 

Moccasin Bend 172 14 0 0 0 

Ridgeview 
Psychiatric Hospital 
and Center in Oak 
Ridge 

5  5 0 0 0 

Peninsula Hospital 
in Louisville 
(Blount County) 

494 967 not 
listed 

not 
listed 

not listed 

Total' 2,191 6,872 0 443 0 
*Source - 2012 'Alta 
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**Not broken out in JAR by location end mental disease/A&D diagnoses 
***Totals of available data 

14. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services B. I. 
Service Area and Section C. Need. Item 3 Service Area 

Your response is noted. Please complete the following table indicating the travel times and 
distances to existing facilities, and the proposed SBH-Kingsport, LLC. 

Facility 

H
aw

ki
ns

  C
o.

  
( R

og
er

s v
ill

e,
  T

N
)  

# 
g B 
10- W

is
e  

C
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y  

( W
is

e,
  V

A
)  

,4 t.-..... Sc
ot

t  C
ou

nt
y  

(G
at

e  
C

ity
,  V

A
)  

Magnolia Ridge (Washington 
County) 

Time 

Distance 

Wellmont Regional Medical Center 
(Sullivan Co.) 

Time 

Distance 

Woodridge Psych Hospital 
(Washington Co.) 

Time 

Distance 

Wellmont Pavilion (Bristol, VA) Time 

Distance 

Ridgeview Psychiatric Hospital and 
Center in Oak Ridge (Anderson 
County) 

Time 

DiStanec 
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Peninsula Hospital in Louisville 
(Blount County) 

Time 

Distance 

Moccasin Bend Mental 
Institute (Hamilton County) 

Health Time 

Distance 

Proposed SBH•Kingsport, LLC Time 

Distance 

RESPONSE• The requested chart is set forth below. Driving times and distances given by 
MapQuest. 

Facility 

H
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(R
og

er
sv

il
le

,  T
N
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(S
ul

li
va

n  
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,  
V

A
)  
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t  C
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y**

 
( G

a t
e  

C
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,  V
A

)  
Magnolia Ridge (Washington 
County) 

Time 1 hr 30 min 1 hr 
29 min 

1 hr 
25 min 

39 min 

Distance 50.8 mi 25 2 mi 73.7 mi 68.4 mi 31.5 mi 

Wellmont Regional Medical 
Center (Sullivan Co.)* 

Time 1 hr 19 min 1 hr 
23 min 

1 hr 
16 min 

31 min 

Distance 46.8 mi 15h mi 64.1 mi 59.6 mi 22.7 mi 

Woodridge Psych Hospital 
(Washington Co.) 

Time  1 hr 30 min 1 hr 
29 min 

1 hr 
25 min 

28 mm 

Dislalice 49.8 mi 24.1 1 72.7 mi 67.3 mi 31.5 mi 

Wellmont Pavilion (Bristol, 
VA) 

Time 1 hr 22 min I hr 
27 min 

1 fir 
20 min 

35 min 
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Distance  49.3 rni 18 mi 69.3 mi 62 rid 25.2 mi 

Ridgeview Psychiatric 
Hospital and Center in Oak 
Ridge (Anderson County) 

Time 1 by 
55 min 

2 hr 
9 min 

3 hr 
8 min 

2 hr 
9 min 

2 hr 
19 min 

DISIMICC 95.7 mi 123.1 
mi 

173.3 
nu 

99.8 mi 130.9 
mi 

Peninsula Hospital In 

Louisville (Blount County) 
Tuna 1 lir 

47 min 
21ir 
1 min 

3 hr 
1 min 

2 hr 
21 min 

2 hr 
11 min 

Distance 87.1 mi 112.6 
MI 

162.4 
mi 

97.9 mi 120.4 
mi 

—Moccasin Bend Mental Health 
Institute (Hamilton County) 

Unit 1 hr 
47 min 

3 hr 
35 min 

41w 
34 min 

3 hr 
52 min 

31w 
45 rain 

Distance  188.4 
mi 

244.4 
mi 

264.6 
mi 

197.8 
int 

222.1 
mi 

Proposed SBH-Kingsport, LW Ihne 40 rain 1 hr 
6 min 

1 hr 
1 min 

15 min 

Min% 31.2 mi 52 ad 46.4 mi 9.6 mi 

* Assumes Wellmont Bristol Regional alma Center 
** Drive times and distances given from local county courthouses, respectively 
***Drive time and distance given from SBH-Kingsport site. 

15. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services) D. 
2. Service Area Demographics and Section C. Need. Item 4.A Service Area 
Demographics 

Please complete the following chart. 

Demegiaphic Data 

A I,  
I al 
fa 

cli ita F 

'-' 
g

3 
a 

ofg 

Total 2011 
Population 
'Total Population- 
-total 2017 Population % Change 
65+ Pep, -2013 
65+ Pop.-2017 
6.5+ Population % Change. _ 
65+ Population % Wrote' Pevulatlan 
Median Age 
Med hian Household Income 
TentiCare Enrollees 
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Tenacare Enrollees as % of Total 
Population 
Patios Below Poverty Level . 
% of Tent Population' below Poverty 
Level . , 

RESPONSE: The requested chart is set forth below: 

Demographic Data a I' 

i a 

tg a.  

Pcil 
I 

.kez : 
TA 4 
E g 
e, g 

Tota120136  
Population 60,131 154,387 214,518 6,414 297 
Total Popubeion. 2017 61 865 154 946 216,811 

1.1% 
6,623,114 

33% Tout 2017 Populailon %Change 2.9% .4% 
65+ Pop. -2013 10,211 29 471 39,682 904,587 
65+ Pop. -2017 11,333 31 683 43 016 1 014 889 
65+ Population %Chase 11% 7.5% 8.4% 122% 
65+ PoPulanon %ofTotal Population 18% 19.5% 19.1% 14.2% 
Median Ages* 423 yrs 43.5 yrs 432 (est.) 38 yrs 
Median Household Income $36,419 $40,025 839,124(mi) 544.140 
TentiCanu Ennillea04° 11,668 27,446 39.114 1,198,663 
TeanCete Baron= as % of Total 
Population 19.4% 17.8% 18.2% 18.7% 
Prisons Below Povaty Level" 9.861 26,091 35,952 1,109,673 

17.3% 
%eflinal Population below Povety 
Level 16.4% 16.9% 

• Source: Tears. Dept. of Health 
• SOW= U.S. Census Bureau 
*** Source: Bureau of Tenneare, September 2013 enrollment data 
****Sullivan and Hawkins Counties only 

Please clarify the reason the applicant did not include Washington County in its service area 
since it appears Sullivan and Washington counties share economic links and are closely in 
proximity. 

RESPONSE: The applicant seeks to serve the area with the most need since Mountain 
States Health Alliance, owner of Indian Path Pavilion, closed that inpatient psychiatric 
hospital several years ago, and the state psychiatric hospital facility in Knoxville recently 
closed also. The need for the applicant's project is greatest where there are no other facilities. 
Washington County has Woodridge Hospital in Johnson City to serve its needs. 

Please indicate the counties included in the service area of Woodridge Hospital in Johnson 
City, Ridgeview Psychiatric Hospital and Center in Oak Ridge, and Peninsula Hospital in 
Louisville (Blount County)? 

RESPONSE: Woodridge Hospital has claimed these counties as its primary service area: 
Washington, Carter, Sullivan, Hawkins and Greene. Peninsula Hospital has outpatient 
centers hi Blount, Knox, Loudon and Sevier Counties; thus, the applicant assumes that those 
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comprise its service area. According top. 22 of its 2009 JAR, on 1112/09 it surrendered 145 
inpatient psychiatric hospital Nadir  

According to its 2012 JAR, Ridgeview Psychiatric Hospital in Anderson County has 16 beds 
and draws the greatest majority of its patients from Anderson County and the counties 
contiguous to it Campbell, Knox, Ronne, Scott and Morgan (91% of its admissions or 
discharges in 2012). 

Please review and provide a copy of the letter from the Tennessee Department of Mental 
Health dated May 17,.2012 regarding Lakeshore Mental Health Institute (LMHI) from the 
following web address: htto://traov/mental/mhs/Catehment%20Area%20Letter-DV.odf 
Please respond to the following question: 

e Has the applicant discussed with the Tennessee Department of Mental Health the 
possibility of providing services for tminsured persons? If so, please titaness. 

RESPONSE:  Prior to the submitting of our CON Application, a discussion with'the 
Tennessee Department of Mental Health and Substance Abuse Services had not yet taken 
place. On January Z 2013, a representative from Strategic Behavioral Health contacted 
Mr. John Arredondo, Assistant Commissioner of Hospital Services Division. During the 
conversation, Mr. Arredondo stated that he did not wish to comment on the project, and 
said that the HSDA will get a copy of the application over to his office and that they 
would provide their analysis and response directly to the HSDA. Strategic Behavioral 
Health would be open to exploring the possibility of providing services for uninsured 
persons with the Tennessee Department of Mental Health. 

• How will the expansion of existing contracts with the three mentioned private 
inpatient psychiatric hospitals impact utilization at the applicant's proposed 
inpatient facility? 

RESPONSE: The expansion of the state's contracts with the listed providers should not 
impact the  aPPrinatit's utilization. Many of the patients subject to those contracts will be 
adult Medicaid, for which, as shown below, the applicant will have to deal with the IIVID 
issue prior to serving. 

16. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services C. 1. 
Relationship to existing applicable plans (State, City, County, Regional Plans) 

The applicant states Strategic Behavioral Health, LLC does not have any inpatient psychiatric 
facilities in Tennessee. Please indicate if the applicant has reviewed Tennessee Title 33 Laws 
specific to inpatient psychiatric facilities. 

RESPONSE:  The applicant has reviewed Title 33 of the Tennessee Code Annotated. 
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17. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services C. 3. 
Relationship to existing applicable plans State appropriations). 

The applicant states the proposed inpatient facility will not be able to accept adult TennCare 
admissions. Please clarify why this is so and reference any rules and regulations. 

RESPONSE: Institutions for Mental Disease (IMDs) are inpatient facilities of more than 16 
beds whose patient roster is more than 51% people with severe mental illness. Federal 
Medicaid matching payments are prohibited for free standing IMDs with a population 
between the ages of 22 and 64. INIDs for persons under age 22 or over age 64 are permitted, 
at state option, to draw federal Medicaid matching funds. See 42 CFR §435.100a as 'attached 
hereto. Initially the applicant was under the impression that the proposed inpatient facility 
would not be able to accept adult TennCare admissions based on the aforementioned. Upon 
further investigation, the applicant was able to confirm with representatives from TennCare 
that, if SBH — Kingsport, LLC is successful in becoming a contracted TennCare provider, it 
will be able to accept adult TennCare admissions. SBH — Kingsport, LLC has every intention 
to becoming a contracted TennCare provider and would be more than happy to treat this 
population within its facility. 

18. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services C. 4. 
Relationship to existing applicable plans (Involuntary Admissions) 

Does the applicant expect to accept all involuntary admissions (all ages)? Will the applicant 
have the expertise and staff to monitor patients who may require one to one observation or 
may require special treatment? 

RESPONSE: SBH — Kingsport, LLC will accept involuntary admissions starting at 5 years 
of age. The applicant will have the expertise and staff to monitor patients who may require 
one to one observation or may require special treatment. All staff will be thoroughly trained 
in proper observation monitoring and special treatment procedures to include Restraint and 
Seclusion techniques In addition, the applicant will have access to additional staff through a 
PRN pool of Mental Health Technicians as staffing demands change due to one to one 
observation. 

Please discuss if involuntary admissions and the uninsured would be transferred to private 
psychiatric hospitals that have expanded contracts with the Tennessee Department of Mental 
Health. 

RESPONSE: SBH — Kingsport, LLC would be open to contracting directly with the 
Tennessee Department of Mental Health to accommodate this patient population. The 
applicant does plan to accept involuntary admissions and the uninsured. 

The applicant states SBH-Kingsport, LLC will accept involuntary and voluntary admissions. 
Since Lakeshore Mental Health Institute closed on June 30, 2012, does the applicant plan to 
accept uninsured persons that would have been served by LMHI7 
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RESPONSE: As indicated above, SBH — Kingsport, LLC would be open to contracting 
directly With the Tennessee Department of Mental Health to accommodate those individuals 
who are no longer able to receive treatment at Lakeshore Mental Health Institute. 

Please discuss examples of when the applicant could not accept an "Involuntary Admission." 
In a situation where the applicant could not take an "Involumaty Admission", what protocols 
would the applicant enact to assure the patient could receive proper treatment? 

RESPONSE: Mt example of when we would not be able to accept an involuntary admission 
would be if we do not have a bed available, or if the patient's medical status is beyond our 
scope of care. In this case a full assessment would be completed and an admission specialist 
would coordinate with other community resources to assist in prdper placement. 

19. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services C. 5. 
Relationship to existing applicable plans 

The applicant states the proposed facility will not be able to accept adult TennCare 
admissions. If this is so, does the projected TennCare utilization of 38% of charges seem 
reasonable? Please discuss. 

RESPONSE: As previously indicated, prior to submitting the application the applicant was 
not aware that they would be able to accept adult TennCare admissions. As such, the 
projected utilization of 38% of charges does seem reasonable. We believe that the projected 
utilization is reasonable even the number of child and adolescent patients we intend to treat, 
as well as the number of duel eligible Medicare/Medicaid patients that are anticipated. 

20. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services D.1. 
(Relationship to Existing Similar Services) 

Please complete the following table indicating the licensed beds and occupancies of existing 
facilities that have Hawkins and Sullivan Counties in their existing service area. 

Facility Total 
Psychiatric 
Licensed 

Beds 

Geriatric 
Beds 

Adult 
Psych 
Beds 

Total 
Child and 
Adolescen 

t Beds 

Total 
Chemical 

Dependency 
Beds 

2010 
Occup. 

2011 
Occup 

2012 
Occup. 

Accept 
Involuntary 
Ad/elisions 

Magnolia Ridge 
(Was 
County) 
Wellmont 
Regional 
Medical Center 
(Sullivan Co.) 
Woodridge 
Psych Hospital 
Washington 
CO_ 
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I Total. t I  

RESPONSE: Mr. Wade's office has not made Magnolia Ridge's utilization available to the 
applicant. Publicly available data for the other 2 facilities is set forth below. 

Facility Total 
Psychiatric 
Licensed 

Beds 

Geriatric 
Beds 

Adult 
Psych, 
Beds 

Total Child 
and 

Adolescent. 
Beds 

Total 
Chemical 

Dependency 
.. Beds 

2010 
Occup. 

2011 
Occup 

2012 
Occup. 

Accept 
Involuntary 
Admissions 

Magnolia Ridge 
(Washin8100  
County) 

0 0 0 0 0 Not 
avail- 
able 

Not 
avail- 
able 

Not 
avail- 
able 

Not tor 
psychiablc 
Inpatient 

Yes Wellmont 
Regional 
Medical Center 
(Sullivan Cm) 

12 0 12 0 0 Not 
avail- 
able 

"Not 
avail- 
able 

Not 
avail- 
able 

Woodridge 
Psych Hospital 
(Washington 
Co.) 

84 0 84 0 0 618% 642% 69.6% Yes 

Total• 96 0 96 0 0 63.8% 642% 69.6% 
*Based on available information 

Please indicate if there are existing psychiatric intensive outpatient or partial hospitalization 
programs in the proposed service area. 

RESPONSE: The applicant is not aware of any psychiatric intensive outpatient or partial 
hospitalization programs ongoing in the service area. 

Will the applicant provide any intensive outpatient or partial hospitalization programs in the 
proposed service areas? 

RESPONSE: The applicant intends to provide both intensive outpatient as well as partial 
hospitalization. Strategic Behavioral Health has significant experience operating both 
intensive outpatient and partial hospitalization programs for mental health and substance 
abuse in its other markets. 

21. Section C, Need, Item 1 a, (Project Specific Criteria-Psychiatric Inpatient Services D.2. 
(Relationship to Existing Similar Services-Access/Special Needs Groups) 

The applicant states involuntary patients will be accepted. If an uninsured individual is 
admitted involuntarily and is then is enrolled in TennCare, will be applicant need to transfer 
the patient to another facility since adult TennCare patients cannot be accepted? 

RESPONSE: S1311 — Kingsport, LLC does not believe that this scenario is likely given the 
time it would take for enrollment and eligibility verification. It is our belief that there is a 
very high probability that the individual would be stabilized and no longer be involuntary in 
the time that it would take to enroll in TennCare. 

ME. 
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22. Section C, Need, Item 3. 

Please provide a clearer county level map of the proposed service area. 

RESPONSE: The requested service area map is attached. 

23. Section C, Need, Item 6 

Please also complete the following chart: 

Facility Beds year I Year 1 Year 
1 

Year 
1 

Year 2-  Year 2 Year 
2 

Year 
2 

Admits Pat. 
Days 

ALOS %Occ. Admits Pat. 
Days 

ALOS %Occ. 

SBH-
Kingsport, 
LLC 

RESPONSE: 

Facility Beds Year 1 Year 1 Year 
1 

Year 
1 

Year 2 Year 2 Year 
2 

Year 
2 

Admits Pat. 
Days 

AIDS %Occ. Admits Pat 
Days 

AIDS %Occ. 

Sl31b 
Kingsport, 
LLC 

n 725 8,700 12 33 1,425 17,100 12 65 

Please provide the details regarding the methodology used to project 8,700 patient days 
during the first year of operation and 17,100 patient days dining the second year of operation. 
The methodology must include detailed calculations or documentation from referral sources. 

RESPONSE: Mental illness effects a large portion of the United States population, with 
44.7 million adults experiencing some mental illness in 2011- 2012, and another 10.4 million 
adults experiencing serious mental illness, such as schivepluenia, chronic depression, or 
bipolar disorder. (Data from the Substance Abuse and Mental Health Administration's 
National Survey on Drug Use and Health, published May 31, 2012) The Substance Abuse 
and Mental Health Administration (SAMHSA) provides data on mental illness in the United 
States. According to SAMHSA estimates, the following percentages of people in the United 
States and Tennessee suffer from mental illness (These tables ere based on National Survey 
on Drug Use and Health surveys conducted in 2008 and 2009.): 

Tennessee 21.46% 

Nation 19.77% 

-us • . • 
1.51, SI*: 

`I 

r.j: 
v 755 

N 5 
tr' 

YaYtff 
/t; \ 

Tennessee 5.01% 
Nation 4.62% 
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Tennessee has mental illness rates higher than the national average. With such large portions 
of Tennessee's population suffering front mental illness, it is important for the state to ensure 
adequate availability of mental health services so this population can receive needed 
psychiatric treatment. 

Strategic Behavioral Health has extensive experience in the ramp up of psychiatric hospitals. 
The applicant has looked at the population of the service area, prevalence of mental illness 
and serious mental illness and has taken into account the ramp up pattern of other SBH 
facilities as its methodology and to form its projections. 

The total average daily census of 23.8 in Yeas One and 46.8 in Year Two of the proposed 
project is noted. Please break-out the proposed average daily census by unit: 

Year One- 
ADC 

Year Two- 
ADC 

Adult Psychiatric Unit (18 
beds) 
Gero Psychiatric Unit (16 
Beds) 
Child and adolescent beds (28 
beds) 
Chemical Dependency Unit 
10 beds) 
Total 23.8 46.8 

RESPONSE: 

Year One- 
ADC 

Year Two- 
ADC 

Adult Psychiatric Unit (18 
beds) 

6 11.7 

Caro Psychiatric Unit (16 
Beds) 

• 5.3 10.4 

Child and adolescent beds (28 
beds) 

9.2 18.2 

Chemical Dependency Unit ( 
10 beds) 

3.3 6.5 

Total 23.8 46.8 

Please provide letters of referral front Community Mental Health Centers, Private 
Psychiatrists and Primary Care Physicians, etc. 
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RESPONSE: At this time, the applicant has met with a wide sample of community mental 
health stakeholders; including private practice clinicians, law enforcement, zneclical/stngical 
hospitals, skilled nursing facilities, teaching institutions, Department of Children's Services 
and local government officials. The applicant has attached the Letters of Support that are 
already in receipt, validating the need for additional inpatient psychiatric services discussed 
during the meetings. In addition, the applicant anticipates receiving letters of support from 
several community stakeholders. 

Please also provide letters from the service area's Community Mental Health Agency's 
mobile crisis teams that express the need for the proposed psychiatric inpatient facility in 
Sullivan County. 

RESPONSE: A Strategic Behavioral Health Representative has made contact with Frontier 
Health, who is not willing to write a letter expressing the need for our proposed facility. In a 
meeting on October 10, 2013 with Lucretia Sanders, Regional Administrator for the 
Department of Children's Services, a representative from Strategic Behavioral Health was 
told that there is definitely a need for additional inpatient psychiatric beds. Mrs. Sanders 
indicated that if IDCS is unable to get a youth placed at Woodridge Hospital they have to send 
the youth to Knoxville, which puts a tremendous strain on continuity of care and is not 
desirable. Additionally, in a meeting with Sullivan County Sheriff's Office Chief Deputy 
Lisa Cluistian a representative from Strategic Behavioral Health was shown data reflecting 
mental health transports conducted by the department. In 2012 there were 1,107 transports 
that had to leave Sullivan County to receive services. In 2013 there were 1,168 transports that 
had to leave Sullivan County to receive services. On 1/14/2014 a representative from 
Strategic Behavioral Health met with several key stakeholders from Kingsport City Schools. 
During this meeting it was stated that the school district takes a proactive role in responding 
to the mental health needs of its students and would be encouraged to work with Strategic 
Behavioral Health as a community partnership to place an emphasis on continuity of care and 
transitional re-entry into schools. 

24. Section C. Econonde Feasibility Item I (Project Cost Chart) 

The letter from Thomas Construction Group dated December 9, 2013 is noted. Please submit 
the referenced attached "Part A of the Project Costs Chart" the letter is teferencing. 

RESPONSE: This reference refers to "Part A" of the Project Cost Chart itself, which 
specifies that the projected construction costs are approximately $8,000,000. 

Please clarify $562,607 assigned to C.4. "Build Year Operating Cost". 

IIFSPeNSE:  These are costs, such as personnel and benefit costs, that accrue as operating 
costs as the applicant brings the project through construction completion and licensure prior 
to accepting the first patient. A list of these costs is attached. 
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25. Section C. Economic Feasibility Item 2 (Funding) 
• 

The applicant has checked box F-"Other Funding" to document funding for this proposed 
project. The letter dated December 11, 2013 for Strategic Behavioral Health, LLC notes the 
proposed project will be funded through cash, availability under the credit facility and net 
cash flows from existing operations. Please clarify how much of the $11,717;915 project cost 
will be assigned to cash, revolving credit and net cash flows. Also, please check .all 
applicable flinding sources for the project and resubmit a replacement page. 

RESPONSE; 5811 — Kingsport, LLC anticipates that the breakdown of. funding for the 
Orojeetis as follows: 

- Cash - $4,100,000 

• Revolving Credit $6,700,000 

- Additional Net Cash Flows - $917015 

The requested replacement page; indicating all applicable finding sources is attached. 

26. Section C. Economic Feasibility Item 3 (Reasonableness of Project Cost) 

Please compare the cost per square foot of construction to similar projects recently approved 
by the Health Services and Development Agency. 

RESPONSE: The applicant's construction cost per square foot of $153.00 compares 
favorably with that projected by the applicant in the following CON applications: Rolling 
Hills Hospital, CN1312-051: $337 per square foot; Woodridge of West Tennessee, CN1309-
035: $114 per square foot (renovation only). 

The latest HSDA Hospital Construction Cost per Square Foot analysis for projects approved 
by the HSDA 2010-2012 is provided at the fallowing web-site: 
htto://tennessee.goviludaoplicants tools/drics/Construction%20Cose/020PerifabSouare3i2 
OFoor/o20eharts-0911.pdf 

RESPONSE: See the attached chart for the requested historic costs per square foot. The 
median cost per square foot for new hospital construction projects for 2010-2012 was 
$259.66 per square foot. The applicant projects that its construction costs ere approximately 
$153.00 per square foot. This project's projected construction costs are thus below the 2010-
2012 median cost. 

27. Section C. Economic Feasibility Item 4. (Historical Data Chart and Projected Data 
Chart) 

Please indicate if there are management fees associated with this project. Please note that 
"Management Fees to Affiliates" should include management fees paid by agreement to the 
parent company, another 'subsidiary of the parent company, or a third party with common 
Ownership as the applicant entity. "Management Fees to Non-Affiliates" should also include 
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cc cc 
any management fees paid by agreement to third party entitles not having common ownership 
with the applicant Management fees should not include expense allocations for. support 
services, e.g., finance, human resources, information technology, legal, managed care, 
planning marketing, quality assurance, etc. that have been consolidated/centralized for the 
subsidiaries of a parent company. 

RESPONSE: There are no management fees associated with this project 

There appears to be a calculation error for the total of Gross Operating Revenue in Year 2 on 
the Projected Data Chart. Please verify and resubmit a replacement page if needed. 

RESPONSE: The Gross Operating Revenue in Year 2 on the Project Data Chart had a typo 
and should have been $28,023,800 and not $26,023,800. A corrected Project Data Chart is 
attached. 

The applicant projects 8,700 patients in Year One. What is the census of patients needed to 
breakeven7 

RESPONSE: The census of patients that is needed to break even is twenty four (24). 

Please complete the following for D.9 of the Projected Data Chart: 

PROJECTED DATA CHART-OTHER EXPENSES 

OTHER EXPENSES CATEGORIES Year Year 

2.  
3.  
4.  
5.  
6.  
7.  

Total Other Expenses 

RESPONSE: 

OTHER EXPENSES CATEGORIES Year I_ Year 2 

I. Advertising $320,000_ $_120,000_ 
2.  Purchased Services $_366,708_ $_550,542_ 

3.  Recruitment $_36,000_ $ 36,000_ 

4.  Travel $ 90,000_ $90,000_ 

5.  Repairs $_17,400_ $ 34,200_ 

6.  Insurance $ 48,000_ $ 48,000_ 

7.  Utilities 8_144,300_ $_149,850 
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8. Misc. Expenses $_20,700 $ 29,100_ 
Total Other Expenses $_843,108_ $ 1,051,692._ 

28. Section C Economic Feasibility Item 5 

Please calculate average gross charge, average deduction from operating revenue and average 
net charge Year One. The applicant should divide each area by the total of patient days. 

RESPONSE: The applicant projects that its average gross charge per inpatient day in year I 
is approximately $1,578, and that its average net charge per inpatient day is approximately 
$550 per day. Its average deduction from gross °penningrevenue is approximately $1,028. 

29. Section C, Economic Feasibility, Item 6.A. and 6.B. 

Please provide comparative charges to Woodridge Psychiatric Hospital in adjoining 
Washington County. 

RESPONSE: As indicated by data on p. 18 of its 2012 JAR, the Woodridge Psychiatric 
Hospital average charges per day appear to be approximately $2,214 per patient day. This 
figure was derived by dividing its reported gross charges for inpatient ($47,218,094) care by 
the number of its reported 2012 inpatient days (21,329). 

30. Section C, Economic Feasibility, Item 9. 

How will the medically indigent be served? 

RESPONSE: Appropriate medical care will be provided to all patients, regardless of their 
ability to pay. That care will be limited to the appropriate scope of a psychiatric hospital. 
Emergencymedical or life threatening merited will be transferred to the appropriate medical 
hospital. 

31. Orderly Development Item 1 

Does the applicant plan to have a working relationship with area mobile crisis teams? 

RESPONSE: Yes, the applicant intends to have a working relationship with the area mobile 
crisis teams. As indicated in question 6, Frontier Health did say that if we were able to 
complete our project and provide quality clinical programing that they would work with us. 

32. Orderly Development Item 2 

It appears there are other inpatient psychiatric providers such as Woodridge Psychiatric 
Hospital that also claims Hawkins and Sullivan counties in their service area. How will this 
proposal impact the utilization of similar providers such as Woodridge? 

RESPONSE: Utilization of Woodridge and other inpatient psychiatric providers not in the 
service area has already been accounted for in the projections for this project. The 
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elimination over recent years of inpatient psychiatric beds at Indian Path Pavilion and 
Lakeshore Mental Health Institute in Knoxville demonstrate the continuing need for 
additional inpatient psychiatric beds in this service area. 

33. Section C, Contribution to Orderly Development, Item 3 

The applicant has assigned 1.4 techs and 1.4 R.N/UM per shift. This staffing pattern appears 
to be underestimated by the applicant in staffing a 72 bed psychiatric facility that may have 
high acuity patients  patient& How will 1.4 techs and 1.4 RN/UM cover four (4) units? If there is a 
suicide watch how will this be handled with limited staff? Please clarify. 

RESPONSE: The hospital will be staffed based on clinical acuity and staffing levels will 
increase to accommodate the need if special observation is required. The staffing pattern 
previously submitted was calculated by taking averages of FTE's per unit per shift over the 
ramp up census levels. The following ratios should provide more clarity on staffing: 

Nursing — 1:10 

Mental Health Tech— 1:8 

Recreation Therapist —1:30 

Therapist — 1:12 

In addition to fifteen (15) minute checks, line of sight observations and one-to-one 
observations will be used as needed. A PRN pool will be established to support the need for 
additional staff for special observations. 

How will one therapist cover four (4) psychiatric units in Year One end Year Two, and be 
specialized in child and adolescent, chemical dependency, adult psych and gem-psych areas? 

RESPONSE: The applicant will have appropriate therapist coverage for each patient 
population. There is a one (1) to twelve (12) therapist ratio. Therapists will be educated and 
trained in all specialized areas and populations. 

Why are there no Fits assigned to teachers? 

RESPONSE: Children in acute psychiatric hospital care me on medical homebound from 
local schools and education is not the focus of acute stabilization; however the applicant will, 
upon the guardian's request, communicate with the school in order to avoid administrative 
disenrollment due to attendance. 

What will be the patient to tech and nurse ratio for each of the four units? Will this meet 
staffing requirements of the Tennessee Department of Mental Health? 

RESPONSE: The applicant will meet the staffing requirements of the Tennessee 
Department of Mental Health (Rule 0940-5-16-.14). All units will be staffed to acuity. 
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Staffing will increase to cover special observations. The tech to patient ratio will be one (1) 
to eight (8), and the nurse to patient ratio will be one (1) to twelve (12). 

Please compare clinical staff salaries in the proposal to prevailing wage patterns in the 
service area as published by the Tennessee Department of Labor and Workforce 
Development and/or other documented sources. 

RESPONSE: Wage patterns for these positions in this service area, as published by the 
Tennessee Department of Labor and Workforce Development, are set forth below for the 
Kingsport-Bristol MSA: 

Position Median Wage 

RN $48,630 

Mental Health Counselor $34,740 

Healthcare Support Workers $33,600 

If necessary, please resubmit the staffing pattern for the 72 bed psychiatric facility that will 
meet licensure standards. 

34. Section C, Contribution to Orderly Development, Item 7 

Please provide the latest results of a state licensure survey of an existing inpatient psychiatric 
inpatient facility owned by Strategic Behavioral Health, LLC along with the applicant's 
responses. 

Dr-SPONSE:  The requested documentation is attached hereto. 

35. Proof of Publication 

Please submit a copy of the full page of the newspaper in which the notice of intent appeared 
with the mast and dateline intact or submit a publication affidavit which is supplied by the 
newspaper as proof of the publication of the letter of intent. 

RESPONSE: The requested documentation is attached hereto. 
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Sincerely, 

Mike Gerona 

Contact Person for Certificate of Need 
Application CN1312-050 
SHIT-Kingsport, LW 

Attachments 
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Ambulatory Surgical Treatment Center Construction Cost Per Square Foot
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Years: 2010-2012 

Renovated New Total 
Construction Construction Construction 

Pt  Quartile $50.00/sq ft $200.00/sq ft $78.42/sq ft 
Median $100.47/sq ft $252.74/sq ft $166.28/sq ft 
3nIQuartile $166.28/sq ft $292.61/sq ft $244.26/sq ft 

Source: CON approved applications for years 2010 through 2012 

Hoipital Construction Cast Per Square Foot 

Years: 2010-2012 

Renovated New Total 
Construction Construction Construction  

. In  Quartile $99.12/sq ft $234.64/sq ft $167.99/sq ft 
Median $177.60/sq ft $259.66/sq ft $235.00/sq ft 
3T4  Quartile $249.00/sq ft $307.80/sq ft $274.63/sq ft 

Source: CON approved applications forbears 2010 through 2012 

Nursing Home Construction Cost Per Square Foot 

Years: 2010 —21112 

Renovated New Total 
Construction Construction Construction 

Pt  Quartile $19.30/sq ft $164.57/sq ft $73.23/sq ft 

Median $35.76/sq ft $167.31/sq ft $164.57/sq ft 

rd  Quartile $55.00/sq ft $181.72/sq ft $167.61/sq ft 

Source: CON approved applications for years 2010 through 2012 

Outpatient Diagnostic Center Construction Cost Per Square Foot 

Years: 2010-2012 

Due so Inseicient sample sire, Construction ranges are not available. 
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4390. INSTITUTIONS FOR MENTAL DISFARES 

A. Statutory and Re rtidalcrit Proidsiotis.-77ae statutory providone relatingle lintirationa 
for mental diseases (1MDs) include two categories of covered services and a broad payment 
exclusion that can preclude payment, for services provided to certain individuals in both 
participating and non-participating facilities. 

1. IMP Coverafie.—The original Medicaid legislation (P.L. 80-97) included a benefit 
for individuals 65 years of age or older who are in hospitals or nursing facilities that are DADs. 
This prevision is in 01905(0(14) of the Act and regulations relating to this benefit are in Subpart 
Cof42 CFR 441. 

In 1972, the Medicaid program was expanded (Pt. 92-603) to include inpatient psychiatric 
hospital services fcir individuals under age 21, or, in certain circumstances, under age n. This 
provision is in 11905(a)(16) of the Act. Authority for using additional settings was enacted in 
P.L. 101-508. Thie benefit IS currently being provided in a wide variety of psychiatric facilities. 
Regulations for this benefit are in Subpart D of 42 CFR 441. 

Both IMD' benefits are optional, except that inpatient psychiatric services for individuals under 
age 2t must be provided in any State as early and periodic screening, diagnosis and treatment 
(EPSDT) services if they are deterraked to be medically necessary. 

2. 1MD exclusion is in §1905(a) of the AM in paragraph (B)
following the iiitOf Medicaid services. This paragraph states that FFP is not available for any 
Medical assistance under title XIX for services provided to any individual who is under age 65 
arultarhe is a patient in an IMD unless the payment is for inpatient psychiatric services for 
individuals under age 21. This exclusion was designed to assure that States, rather than the 
Federal government, continue to have principal responsibility for funding inpatient psychiatric 
services. Under this bread exclusion, no Medicaid payment can be made for services provided 
either in or outside the facility for IMD petienti in this age group. 

3. 1988, Pt 100-360 defined an institution for mental diseases 
as a hospital, mitsingyactity, or other institution of more than 16 beds that is primarily engaged 
in providing diagnosis, treatment, or care of persons with mental diseases, including medical - 
attention, nursing care, and related services. Ms definition is in §1905(1) of the Act and in 42 
CFR 435.1009. The regulations also indicate that an institution is an BAD if its overall character 
is that of a facility established and maintained primarily for the care and treatment of individuals 
with mental diseases. 

Facilities with fewer than I? beds that specialize in treating persona with mental disorders can 
provide the types of services discussed in item I if they meet the regulatory requirements to 
provide these institutional benefits, but these facilities are not technically IMPs. Because IMDs 
are defined to be institutions with more than 16 beds, the IMP exclusion applies only to 
institutions with at least 17 beds. 

B. G id romajhu3e atenuin' at .ConstimS:--Whea it is necessary to 
determineV./bather instittithe criteria listed in subsection C must be 
applied to the appropriate entity. In most cases, there is no difficulty in determining what entity 
to apply the eriteda to: But in cases in which multiple components are involved, it may be 
necessary for the =FA regional office (RO) to apply the following guidelines 

Rev. 65 4-387 
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4390 (Cont.) 
REQUIREMENTS AND LIMITS 

APPLICABLE TO SFECEFIC SERVICES 0  -94 

to identify the institution to be assessed. Components that are certified as different types of 
providers, such as NFs and hospitals, are considered independent from each other. 

L Are all components controlled by one owner or one governing body? 

2. Is one chief medical officer 'responsible for the medical staff activities in all 
components? 

3. Does one chief executive officer control all administrative activities in all 
components? 

4. Are any of the components separately licensed? 

5. Are the components so organizationally and geographically separate that it is not 
feasible to operate as a single entity? 

6. If two or more of the components are participating under the same provider 
category (such as Ws), can each component meet the conditions of participation independently? 

The RO may also use other guidelines that it fords relevant in a specific situation. If the answer 
to items 1, 21  or 3 is "no," or the answer to items 4, 5, or 6 is "yes," for example, there may be a 
separate facalitykomponeM. If it is determined that a component is independent, the IMD 
criteria in subsection C are applied to that component unless the component has 16 or fewer 
beds. 

C. 4_  defines  1,...ernthlt [...10fissn_Mi• .—HCFA uses the following 
gguaidelines to evaluate \chattier the overall cter of a facilityara Is that of an IMD. If any of 
these criteria are met, a thorough IMD assessment must be made. Other relevant factors may 
also be considered. For example, if a NF is being reviewed, reviewers may wish to consider 
whether the average age of the patients in the NE is significantly lower than that of a typical NF. 
A final determination of a facility's IND status deeds on whether an evaluation of the 
information pertaining to the facility establishes that its overall character is that of a facility 
establialwd and/or maintained primarily for the care and treatment of individuals with mental 
diseases, 

I. The facility is licensed as a psychiatric facility; 

2. The facility is accredited as a psychiatric facility; 

3. The facility is under the _jurisdiction of the State's mental health authority. (This 
criterion does not apply to facilities nada, mental health authority that are not providing services 
to mentally ill persons.); 

4. The facility specializes in providing psych iatrielpsychological care and treatment. 
This may be ascertained through review of patients' records. It may also be indicated by the fact 
that an unusually large proportion of the staff has specialized psychiatric/psychological training 
or that a large proportion 01 the patients are receiving psychopharmacological drugs; and 

5. The current need for institutionalization for more than 50 percent of all the 
patients m the facility results from mental diseases. 

4-3138 Rev. 65 
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D. Assessing Patient Ponulatlon.—The review team applying the guidelines must include 
at least one yhyracian or other skilled medical professional- who is flimiliar with the care of 
inentrdly ill mclaviduale No team member may be employed by or have a significant financial 
interest in the facility under review. 

hi apptying the 50 percent guideline (see §490.C.2), determine whether each patients Current 
needlor mstitutionalitition results Rent a mental disease. It is not necessary to determine 
Whether any mental health care is being provided in applying this guideline. 

For purposes of determining whether a facility is subject to the Th4D excitation, the term "mental 
disease includes diseases Listed as mental disorders in the International Classification of 
Diseases, 9th Edition, modified for clinical applications (I0D-9-CM), with the exception of 
mental retardation, senility, and organic tualn syndrome. The Diagnostic and Statistical Manual 
Of Mental Disorders (DSM) is a subspecification of the mental disorder chapter of the ICD and 
may also be used to detail:line whether a disorder is a mental disease. 

If it is not possible to make the determination solely on the basis of an individual's current 
diagnosis, classify the patient according to the diagnosis at the time of admission if the patient 
was admitted within the past year. Do not include a patient in the mentally ill category when no 
clear cut distinction is possible. 

• 
To classify private patients when ideleiv of their records is not possible, rely on other factors 
such as the surveyors professional observation, discussion with staff of the overall character and 
nature of the patient's problems, and the specialty of the attending physician. 

Witco the 50 peigent guideline is being applied in a NF, the guideline is met if more then 50 
percent of the NF residents require specialized services for treatment of serious Mentallinesses, 
as defined in 42 CFR 483,102(b) -Facilities providing non-intensive care for chronically ill 

- indieidualtrinaralati.  beTh4DA. Most retold°.  mental-health services' Whie0 tire-of il 
lesser . intensity then specialized services to all residents who need such sew ces. Therefore, in 
applying the 50 percent guidelines, it is important to focus on the basis of the patient's cadent 
need for NF care, rather than the nature of the services being provided. 

E. Cheep) .•DepenilencO Treatment ICD-9-CM system classifies 
alcoholism an' Other thermal dependency syndromes as mental disorders. 

There is a'  ontinuum of care for chemical dependency. At one end of the spectrum of cam, 
treatment follows a psychiatric model and is performed by medically trained and licensed 
personnel. If services are psychological in nature, the services are considered medical treatment 
of a mental disease. Chemically dependent patients admitted for such treatment are counted as 
mentally ill under the 50 percent guideline. Facilities with more than 16 beds that are providing 
this type of treatment to the majonty of their patients are IIVIDs. 

At the other end of the spectrum of care am facilities that are limited to services based on the 
Alcoholics Anonymous model, i.e., they rely on peer counseling and meetings to promote group 
support and encouragement, and they pnmarily use lay persons as counselors. Lay counseling 
does not constitute medical or remedial treatment. (See 42 CFR 440.2(6)) Do not count 
patients 

Rev. 69 4'389 
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REQUIREMENTS AND LIMITS 

4390.1 APPLICAB TO SPECIFIC SERVICES 06-96 

admitted to a facility only for lay eounwling or services based on the Alcoholics Anonymous 
model as mentally ill under the 50 percent guideline. If psychosocial support provided by peers 
or staff without specialized training is the primary care being provided in the filedity, the facility 
is not an Ada The major factor differenuattng these facilities from other chemical dependenay 
treatment facilities is the primary reliance on lay staff. 

Federal matching funds may not be claimed for institutional services when ley/social CM/Mined is 
the primary reason for the inpatient stay. Facilities may, not claim Medicaid payment for 
prevailing covered medical or remedial services in a nursing facility or hospital to patients 
admitted for treatment of chemical dependeamy and simultaneously claim that they areproviging 
only lay or social services to those same patients when the 50 percent guideline is being applied. 
Facilities also may not avoid having their chemically dependent patients counted as mentally ill 
under the 50 percent guideline by withholding appropriate treatment from those patients. 
Facilities failing to provide appropriate treatment to patients risk termination from the program. 

In determining whether a facility has fewer than 17 beds, it is not necessary to include beds used 
solely to accommodate the children of the individuals who am being treated. Children in beds 
that are not certified or used as treatment beds are not considered to be patients in the IMD and 
therefore are not subject to the IMD exclusion if they receive covered services while outside the 

4390.1 Periods F slMD —42 CM 435.1008(c) states that an indhridual on 
conditional relemem convalescent leave from an 1MB is not considered to be a patient in that 
institution. These periods of absence relate to the course of treatment of the individual's mental 
disorder. If a patient is sent home for a Mal visit, this is convalescent leave. If a patient is 
released from the institution on the condition that the patient receive outpatient treatment or on 
other comparable conditions, the patient is on conditional release. 

If-eh emergency or other need to obtain niedital treatment arises during the course of 
Convalescent leave or conditional release, thaw services may be covered under Medicaid because 
the individual is not considered to be an 1Mb patient durieg these periods. If a patient is 
temporarily transferred from an MD for the purpose of obtaining medical treatment, however, 
this is not considered a conditional release, mat the patient is still considered an FAD patient 

The regulations contain a separate provision for individuals under age 22 who have been 
receiving the inpatient psychiatric services benefit defined in 42 CM 440.160. This rat gory of 
patient is considered to remain a patient in the institution until he/she is unconditionally released 
or, if earlier, the date he/she reaches age 22. 

4-390 Rev. 69 
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to individuals unless the State has ob-
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chapter. 
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definitions apply: 

della 1 rcoftnerd td Infeiniediala 40117 
todllithu for Individuals OM Intellectual 
,dtratUltles mama treatment that, meal 
the requirements allingfied In the 
standard concerning native treatment 
for Interineillato oars friollitles for per-
sons with Intelleetual Disability under 
4413.440ini of thissubchapter. 

Child-care fnellellou nines a non-
profit private 01,111-care Institution. or 
a public child-sate Institution that se-
etunmodatee no more than twenty-live 
children. which le licensed by the State 
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KINGSPORT TIMES-NEWS 
PUBLICATION CERTIFICATE 

Kingsport, TN  Mg115  

This is to certify that the Legal Notice hereto attached was published in 
the Kingsport Times-News, a daily newspaper published in the City of 
Kingsport, County of S liven, State of Tennessee, beginning in 
the issue of DI  o20/3  
and appearing  / consecutive wee 5/times, s per order 
of -Z1Y-W)  --Apinefisacixi  eitahAna4u  

STATE OF VA COU 
Personally ap ared b fore me this /0147 day of 1-;1b1.104-0--0  , 

20 4A.-tab  
of the Kingsport Ti les-News and in due form of law made oath that the 

foregoingse f e9t was true to the best of my knowledge and belief. ....... . .. 
PUBLIC i 

A 
F1,4-y,... LARGE j 

My commits; thapires  3 —2—.2011p 
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AFFIDAVIT 

STATE OF TENNESSEE 

COUNTY OF  

NAME OF FACILITY:  .5 evik - IGI wearoft-t-  L. 

M‘a-taet AfiRopic-  after first being duly sworn, state under oath that I am the 

applicant named in this Certificate of Need application or the lawful agent thereof, that I 

have reviewed all of the supplemental Information submitted herewith, and that It Is true, 

accurate, and complete. 

-14-4:29 
Oneecntie or DevatormE.An- 

Signature/Tale 

Sworn to and subscribed before me, a Notary PRIG, this the day of 9StilaCef, 201 `1 
witness my hand at office in the County of  cwri.ht State of Tennessee. 

ale _ .016(4-
, PUBLIC 

My commission expires  ad. lc? traouo. 

HE-0043 itt STATE 
mr

cr
issE 

 

Revised 7102 NOTARY 
PUBLIC / 

MY COMMISSRINEXPIRES: 
°Ciao 9.2016 

SBH-KINGSPORT 001716 SBH-KINGSPORT 001716



129 

COPY- 
SUPPLEMENTAL-2 

SBH- Kingsport, LLC 

CN1312-050 

SBH-KINGSPORT 001717 SBH-KINGSPORT 001717



130 SUPPLkIVIENTAL- # 2 
.January 31, 2014 

;.a 11:35:am 
on 

January 31, 2014 

Mr. Phillip M. Barhart Via Hand DeiverY 
Health Planner m 
Tennessee Health Services and Development Agency 
Andrew Jackson Building 9th Floor 
502 Deaderick Street 
Nashville, TN 37243 

Re: Certificate of Need Application CN13 2-050 
SIDI-Kingsport, LW 

Dear Mr. Emhart: 

Set forth below are the responses of SBH-Kingsport, LLC, the applicant in Certificate of 
Need Application CNI312-050 to the request for inforraadon dated January 30, 2014. We have filed 
these in triplicate, as you directed, along with an affidavit regarding the responses. 

1. Section B, Project Description, Item ILA 

Please clarify the reason each psychiatric unit will not have their own dedicated seclusion 
room and bathroom. Does this arrangement meet best practice guidelines in life/safety? 

RESPONSE: The applicants President, a seasoned Mental Health Professional spent 
considerable time with the architect and design team to design the building specifically to 
accommodate the patient pojiulation. In our years of experience, we have learned that when a 
patient is in need of seclusion or restraint, it is ext:emely important to remove them from the 
stimulus of the current unit Our design has these seclusion rooms directly adjacent to the 
unit, but far enough away to reduce stimulus. Additionally, we have a clinical philosophy of 
seclusion and restraint as a last resort and we believe providing too many seclusion areas 
could encourage additional use. The current design provides for maximum dignity and 
respect for each client with the bathrooms being attached to the seclusion area. 

How many seclusion rooms will there be per psychiatric unit? 

RESPONSE: There are a total of three (3) seclusion rooms and bathrooms for the facility. 
Bach nurse's station has a seclusion room behind them for better clinical oversight and 
support. This equates to three (3) seclusion rooms for five distinct hallways or one (1) per 
nurse's station. 
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The applicant states the twenty-eight (28) adolescent and child units are coed. What 
experience does the applicant have in operating an adolescent and child inpatient psychiatric 
unit with high risk patients? 

RESPONSE: Strategic Behavioral Health currently operates a total of 387 child [adolescent 
inpatient beds in North Carolina, Colorado, New Mexico and Nevada. In each of these 
facilities, we have built a reputation of taking the most high-risk, most "acute", and most 
violent and aggressive children in each of these markets. In fact, our clinical outcomes have 
shown significant improvement in these particular patients. Our staffing models and clinical 
Program design allow us  to appropriately manage co-ed as well as different clinical 
presentations in each unit. 

The square footage and cost per square footage chart is noted. However, the lest three 
columns of the chart should be the final cost per sq. ft. for each unit/department, not project 
cost assigned to each area. Please revise. 

RESPONSE: The requested documentation is attached hereto. Please note that the price per 
sq/ft is the same for each unit/department because we do not have the level of detail that 
breaks out the pricing by unit. 

2. Section B, Project Description, Item 11.0 

The applicant states Woodridge has claimed Sullivan and Hawkins counties in their service 
area, which the applicant is also proposing to claim in their service area. Please provide a 
brief summary of inpatient psychiatric services provided by Woodridge Psychiatric Hospital 
and number of licensed beds assigned to each unit. 

RESPONSE: According to its 2012 JAR, Woodridge has 84 psychiatric beds. Its 2012 JAR 
does not list any psychiatric hospital beds assigned "specifically for children and youth under 
age 18" or specifically for "geriatric patients". Also, its 2012 JAR does not assign any beds 
to "chemical dependency" services. 

3. Section B, Project Description. Item ILLA.(Plot Plan) 

The plot plan is noted. Please describe the four businesses that border the site. 

RESPONSE: To the best of the applicant's knowledge the surrounding businesses are as 
follows: 

1. Smart 

2. Gregory Corradino, MD 

3. Mountain Region Family Medicine 

4. Frank Merendino, DDS 
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5. WellmOnt Health System 

6. Grace Covenant Church 

7. 
Stowaway Self Services Stontge 

It appears theproposed structures will be close to two existing structures. What are the two 
structures and the distance to the proposed facility? 

RESPONSE: To the best of the applicant's knowledge one of the buildings is a self-storage 
building and it is unclear what the other building is. The building footprint is not drawn to 
scale on the plot plan, so we are unable to verify the distance to the two existing structures. 
As indicated in the letter from our architect, all aspect of the project will be in accordance 
with city building codes. 

4. Section B, Project Description, Item B.IV 

The floor plans submitted are noted. Please provide floor plans that include labeling of 
psychiatric units, seclusion rooms, patient care rooms (noting private or semi-private), 
ancillary areas, equipment areas, etc. 

RESPONSE: The requested documentation is attached hereto. 

5. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services A. 
Need, 1) 

The use of Tennessee Department of Health 2010-2020 projections published by the MOH 
in 2010 is noted. However, the most recent revision published by the Tennessee Department 
of Health is 2013. Please revise all need calculations using population statistics incorporating 
the Tennessee Department of Health Populations revised 2013 at the following web-site 
address; http://healthstate.tn.us/statistics/pdffiles/CertNeed/Population_Projections_2010-
20.pdf  

Please submit replacement pages with the revised changes. 

RESPONSE: The requested revisions have been done, and the respective replacement pages 
are attached. 

6. Section C, Need, Item 1 a., (Project Specific Criteria-Psychiatric Inpatient Services B.1. 
(Service Area) 

The chart of the patient origin by county is noted. The chart notes the following number of 
inpatient/discharge days for Woodridge Hospital in the two courities that is included in the 
applicant's proposed service area: Sullivan County: 5,886 inpatient/discharge days; and 
Hawkins County: 1,520 inpatient/discharge days. The 2012 Joint Annual Report indicates 
there were a total 19,306 Tennessee inpatient/discharge days in 2012 for Woodridge Hospital. 
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Woodridge depends on 38% of their psychiatric inpatient patient/discharge days (7.9% from 
Hawkins County and 30.1% from Sullivan County) from the applicant's proposed service 
area. Please clarify and discuss the impact the proposed project will have on Woodridge 
Psychiatric Hospital while Woodridge depends on 38% of their patient days/discharges from 
Hawkins and Sullivan counties. 

RESPONSE: The SI3H-Kingsport CON project plans to have only 18 beds dedicated to 
adult psychiatric hospital services. As noted on its 2012 JAR, Woodridge allocates all 84 of 
its beds to general adult psychiatric services, while not specifically reserving any for child 
and adolescent inpatient psychiatric hospital services, geropsychiatric hospital services, or as 
dedicated chemical dependency beds. Thus, the corporate mission of SBH-Kingsport, as set 
forth in this CON application, differs significantly from that of Woodbridge. Therefore, the 
applicant projects that its project will have relatively little impact on Woodridge. Woodridge 
also claims to serve counties such as Greene, Washington, and Carter counties, which SBII-
Kingsport does not claim as being in its service area. 

7. Section C, Need, Rem 1 a., (Project Specific Criteria-Psychiatric Inpatient Services) B. 
2. Service Area Demographics and Section C. Need. Item 4.A Service Area 
Demographics 

Please complete the following chart using population statistics revised 2013 by the 
Tennessee Department of Health at the following web-site address 
http://health.state.Mus/statistics/CertNeedslitml  

Demographic Data 
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Population 
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Total 2018 Population % 
Change 
65+ Pop. - 2014 
65+ Pop. - 2018 
65+ Population % Change 
65+ Population % of Total 
Population 
Median Age 
Median Household Income 
TennCare Enrollees 
TerinCare Enrollees as % of 
Total Population 
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Persons Below Poverty Level 
% of Total Population below 
Poverty Level 

RESPONSE: 

Demographic Data 
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Total 2014 
Population 57,509 158,975 216,484 6,588,698 

6,833,509 Total Population-2018 58,164 161,136 219,300 
Total 2018 Population % 
Change 1.1% 1.4% 1.3% 3.7% 
65+ Pop. - 2014 11,259 33,325 44,484 981,984 
65+ Pop,- 2018 12,990 37,365 50,355 1,102,413 
65+ Population % Changes 15.4% 12.1% 12.9% 3.7% 
65+ Population % of Total 
Population* 19.6% 21.0% 203% 14.9% 
Median Age** 42.3 yrs 43.5 yra 43.2 yrs (est.) 38 yrs 
Median Household Income** $36,419 $40,025 $39,163 $1, 97,412 
Tenneare Enrollees*** 11,711 27,452 39,163 1,197,412 
TennCare Enrollees as % of 
Total Population 20.4% 16.9% 18.1% 18.2% 
Persons Below Poverty Level** 9,431 26,867 36,298 981,716 
% of Total Population below 
Poverty Level 16.4% 16.9% 16.8% 14.9% 

*2014 DOH Population Projection 
**Census Bureau data 

***Bureau of TennCare October 2013 data 

8. Section C Economic Feasibility Item 1 (Project Cost Chart) 

A referenced list of $562,607 assigned to C.4. "Build Year Operating Cost" could not be 
located in the supplemental. Please provide. 

RESPONSE: Please reference the table below for breakdown of Build Year Operating Cost. 

Build Year Operating Expenses 
, Salaries $310,085 
Benefits $77,521 
Professional Fees $12,500 
Advertising $45,000 
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Purchased Services $0 
Recruitment $36,000 
Food & Supplies $25,000 
Travel $37,000 
Repairs $0 
Rental Expense $7,500 
Insurance $0 
Utilities $3,000 
Bad Debt Expense $0 
Property Taxes $0 
Other Expenses $9,000 
Total Hospital Expenses $562,607 

9. Section C. Economic Feasibility Item 5 

The calculation of average gross charge, average deduction from operating revenue and 
average net charge Year One is noted. However, please recalculate average deduction from 
gross operating revenue. It appears to be $1,077 not $1,028. Please clarify. 

RESPONSE: The average deduction from gross operating revenue is $1,077, when 
calculated by dividing the total deductions of $9,370,257 by the total number of projected 
patient days (8,700). 

10. Section C, Contribution to Orderly Development, Item 3 

Please complete the following table for total FTE's that will be employed in the fast year that 
will be providing patient care: 

Position Type FTE's 
Clinical Director 

Program Director 
Registered Nurses 
RN/UM 
Techs 
Licensed Vocational Nurse 
Therapist 
RT 
Teacher 
Total 
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Position Type FTEs 
Clinical Director 1.0 
Program Director 1.0 
Registered Nurses 12.6 
RN/DM 1.0 
Techs 16.8 
Licensed Vocational Nurse 4.2 
Therapist 4.0 
RT 2.0 
Teacher 0 
Total 424 

Please clarify of there will be assessment/referral and aftercare positions involved with this 
proposed project. 

RESPONSE: The applicant intends to have an assessment and referral department. The 
aftercare positions would consist of those Inpatient Therapy Staff that are involved with 
discharge planning as well as those staff working in our Partial Hospitalization Program 
(PH11) and intensive Outpatient Program (101'). 

[Remainder of page intentionally left blank] 
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Sincerely, 

Contact Person for Certificate of Need 
Application CN1312-050 
SBH-Kingspott, LLC 

Attachments 
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DEC 10'13 Pm3:11 

LETTER OF INTENT 
TENNESSEE HEALTH SERVICES AND DEVELOPMENT AGENCY 

The Publication of Intent Is to be published in the  Kingsport Times News which is a newspaper 
(Name of Newspaper) 

of general circulation in  Sullivan County Tennessee, on or before  December 10 2013, for one day. 
(County) (Month / day) (Year) 

==--ro--============================================ 

This is to provide official notice to the Health Services and Development Agency and all interested parties, in 
accordance with T.C.A. § 68-11-1601 et seq., and the Rules of the Health Services and Development Agency, 
that 

SBH-Kinqsport LLC N/A 
(Name a/Applicant) (Feeney TypeadsUng) 

owned by:  SBH-Kingsport, LLC with an ownership type of  limited liability company  
and to be managed by:..  Itself. Intends to file an application for a Certificate of Need for: 

establishment Of a new Inpallentpsychiatdo hospital in Kingsport, SuillYan County, Tennessee 31680. This 
protect will be located on unaddressed property at the end .of Executive Park Boulevard In Kingsport  
Tennessee. This property extends south and west of Executive Park Boulevard, and Is south of the 
intersection of Executive Park Boulevard and East Stone Chive In Kingsport, Tennessee. This prefect will 
involve the initiation of inpatient psychiatric hospital services. This new psychiatric hospital will have 18 adult 
beds, 16_rieroPsYchialric beds, 28 child and adolescent beds and 10 chemical dependency beds. These 72 
beds will all be new beds licensed es psychiatric hospital beds The estimated_prolect costs for this protect are 
protected to be approximately $12,000.000.00.  

The anticipated date of filing the application is  December 13 2013.. 

The contact person for this project is Mike Garone  
(Contact Name) 

who may be reached at ,  Strategic Behavioral Health, LLC 
(Company None) (Address) 

Memphis Tennessee 38125 901 / 989-3100 

moaroneestrategicbh.corn  
(s-mat Address) 

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11.do07ien. (A) Any health care 
institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and Developrnerit 
Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development Agency meeting at with the 
application is originally scheduled; and (8) Any other person wishing to oppose the application must file written objection with the Health 
Services and Development Agency at or prior to the consideration of the application by the Agency. 
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Director of Development  
(rue) 

8295 Tournament Drive. Suite 201 

(Area Cam I Phone Number) (Slate) 

aria,lneAVINT4 
_=— ===—====—====================—========  

The Letter of Intent must be filed In triplicate and received between the first and the tenth day of the month. If the 
last day for filing Is a Saturday, Sunday or State Holiday, filing must occur on the preceding business day. File 
this form at the folk:wing address: 

Health Services and Development Agency 
Andrew Jackson Building, 9th Hoar 

502 Deaderick Street 
Nashville, Tennessee 37243 
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STATE OF TENNESSEE 
DEPARTMENT OF MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES 

ANDREW JACKSON EVILDING, 6TH FLOOR 
SOO DEADERICE STREST 

NASHVILLE, TENNESSEE 37243 

BM. MOAN E. DOUGLAS VARNEY 
GOVERNOR 002221/9/310NES 

APAtV  1E06  FROM: Sandra Ember-Grove, Assistant General Counse 
Director, Office of Contracts and Privacy/Division General Counsel 

DATE: June 13, 2014; AMENDED June 20, 2014 (calculations on Pages 9-11 
and Conclusions About Applying the Bed Need Formula on Page 12); 
SECOND AMENDMENT on June 20, 2014 (calculations on Pages 9-
11) 

RE: Review and Analysis of Certificate of Need Application 
Strategic Behavioral Health (SBH) - Kingsport-- CN1312-060 

Pursuant to and In accordance with Tennessee cries. Annotated (ICA) § 68-11-1608 and Rules of 
the Health Services and Development Agency including the Criteria and Standards for Certificate of 
Need (2000 Edition, Tennessee's Health Guidelines for Growth, prepared by the Health Planning 
Commission) thereinafter Guidelines for Growth], staff of the Tennessee Department of Mental Health 
and Substance Abuse Services (TDMHSAS), the licensing agency, have reviewed and analyzed the 
above-referenced application for a Certificate of Need 

Attached Is the TDMHSAS report At a minimum and as noted in TCA § 68-11-1608, the report 
provides: 

(1 ) Verification of application-submitted information; 

(2) Documentation or source for data; 

(3) A review of the applicant's participation or non-participation in Tennessee's Medicaid 
program, TennCare or Its successor, 

(4) Analyses of the impact of a proposed project on the utilization of existing providers and 
the financial consequences to existing providers from any loss of utilization that would 
result from the proposed project; 

(5) Specific determinations as to whether a proposed project Is con tent with the state 
health plan; and 

(6) Further studies and Inquiries necessary to evaluate the application pursuant to the rules 
of the agency. 

If there are any questions, please contact me at (615) 532-6520. 

cc: E. Douglas Vamey, Commissioner, TDMHSAS 
Marie Williams, Deputy Commissioner, TDMHSAS 
John Arredondo, Assistant Commissioner, Hospital Services, TDMHSAS 

MEMORANDUM  

TO: Melanie Hill, Executive Director 
Health Services and Development Agency 
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Need  
Evaluated by the following general 
factors: 
a. Relationship to any existing 
applicable plans; 
b. Population to be served; 
o. Existing or Certified Services 
or Institutions; 
d. Reasonableness of the service 
area; 
e. Special needs of the service 
area population (particularly 
women, racial and ethnic 
minorities, and low-income 
groups); 
f. Comparison of utilization/ 
occupancy trends and services 
offered by other area providers; 
g. Extent to which Mech,are, 
Medicaid, and medically indigent 
patients will be served; and 
h. Additional factors specified in 
the Tennessee's Health Guidelines 
for Growth publication for this type 
of facility.  

Economic Feasibility  
Evaluated by the following 
general factors: 
a. Whether adequate funds 
are available to complete the 
project; 
b. Reasonableness of 
costs; 
c. Anticipated revenue and 
the impact on existing 
patient charges; 
d. Participation in 
state/federal revenue 
programs; 
e. Alternatives considered; 
f. Availability of less costly 
or more effective alternative 
methods; and 
g. Additional factors 
specified in the Tennessee's 
Health Guidelines for Growth 
publication. 

Contribution to the Orderly 
Dayelooment of  

Health Care 
Evaluated by the following general 
factors: 
a. Relationship to the existing 
health care system (i.e., transfer 
agreements, contractual 
agreements for health services, 
and affiliation of the project with 
health professional schools); 
b. Positive or negative effects 
attributed to duplication or 
competition; 
c. Availability and accessibility of 
human resources required; 
d. Quality of the project in 
relation to applicable governmental 
or professional standards; and 
e. Additional factors specified In 
the Tennessee's Health Guidelines 
for Growth publication. 

TOMHSAS Report 
CON Application aCa1312-050 
Page 2 of 19 

REVIEW AND ANALYSIS 
CERTIFICATE OF NEED APPLICATION 

# CN1312-050 
Opening Remarks on the Project  

Pursuant to and in accordance with Tennessee Code Annotated (TCA) § 68-11-1608 and 
Rules of the Health Services and Development Agency including the Criteria and Standards 
for Certificate of Need (2000 Edition, Tennessee's Health Guidelines for Growth, prepared 
by the Health Planning Commission) [hereinafter Guidelines for Growth], staff of the 
Tennessee Department of Mental Health and Substance Abuse Services (rDMHSAS), the 
licensing agency, have reviewed and analyzed the application for a Certificate of Need 
submitted by Mr. Mike Garone, Director of Development (Strategic Behavioral Health, LW) 
on behalf of SBH-Kingsport LW, a wholly owned subsidiary of Strategic Behavioral Health, 
LW, an inpatient psychiatric hospital company based In Memphis, Tennessee with seven 
(7) psychiatric hospitals through subsidiaries in Colorado, Nevada, New Mexico, and North 
Carolina. The Applicant reports that the owners of Dobbs Management Services, Inc., who 
will assist with the funding for this project, represent the majority ownership of Strategic 
Behavioral Health, LW. The application is for the establishment of a new, freestanding, 
seventy-two (72)-bed psychiatric (mental health) hospital to be located at unaddressed 
property at the end of Executive Park Boulevard, south of the Intersection of that street and 
East Stone Drive In Kingsport, Sullivan County, Tennessee. The Applicant reports that the 
proposed facility, if approved, will be Strategic Behavioral Health's first hospital In its home 
state. The Applicant also reports that there is a "significant need for additional Inpatient 
psychiatric bed resources in this service area, particularly as it pertains to children and 
adolescents." The Applicant's proposed service area Is a two-county area of Tennessee: 
Hawkins and Sullivan; and a three-county area of Virginia: Lee, Scott, and Wise. 

The report has three (3) parts: 
A. Summary of Project 
B. Conclusions 
C. Analysis - in three (3) parts: 
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A. SUMMARY OF PROJECT 

Submission of Application  

Mr. Mike Garone, Director of Development (Strategic Behavioral Health, LLC) has 
submitted, on behalf of SBH-Kingsport, LLC, a wholly owned subsidiary of Strategic 
Behavioral Health, LLC, whose majority ownership are the owners of Dobbs 
Management Services, Inc., an application for a Certificate of Need seeking to 
establish a new, freestanding seventy-two (72)-bed psychiatric (mental health) 
hospital (SBH-Kingsport, LLC) to be located at unaddressed property at the end of 
Executive Park Boulevard, south of the intersection of that street and East Stone 
Drive in Kingsport, Sullivan County, Tennessee. The distribution of proposed beds 
is as follows: eighteen (18) adult psychiatric beds (for those 18-64 years of age); 
sixteen (16) geriatric psychiatric (gem-psych) beds (for those 65+ years of age); 
twenty-eight (28) child and adolescent beds (for those 5-17 years of age); and ten 
(10) chemical dependency beds (for adults). 

Applicant Profile. Ownership, Management. and Licensure  

The Applicant Profile indicates that the Legal Interest in the Site of the Institution 
(Item 6.) is "Option to Purchase (Item BB.). The Applicant submitted a Purchase 
and Sale Agreement in Supplemental #1. The type of institution is "Mental Health 
Hospital" (Item 7.F.) and the purpose of review is "New Institution" (Item 8.A.) and 
"Initiation of Health Care Service as defined in TCA § 68-11-1607(4) of Psychiatric 
Services" (Item 8.D.). 

The Applicant Profile also shows that the Owner of the Facility, Agency or Institution 
is SBH-Kingsport, LLC (Item 3.). Item 9. of the Applicant Profile shows the bed 
complement as noted previously eighteen (18) adult psychiatric beds (for those 18-
64 years of age); sixteen (16) geriatric psychiatric (gero-psych) beds (for those 65+ 
years of age); twenty-eight (28) child and adolescent beds (for those 5-17 years of 
age); and ten (10) chemical dependency beds (for adults); all of which are proposed 
beds since this project is for a new facility. 

There Is no separate management/operating entity (Item 5.). In Supplemental #1, 
the Applicant confirms that there are no management fees associated with this 
project. 

Since the Applicant is applying for a new facility, there is no current license. If the 
project is approved, the facility would be licensed by the Department of Mental 
Health and Substance Abuse Services. 

The Proposed Protect 

As noted, the Applicant seeks to establish a new, freestanding, seventy-two (72)-bed 
psychiatric (mental health) hospital, which would be, as the Applicant reports, the 
Applicant's first in its home state of Tennessee. As explained in Supplemental #1, 
the focus is on providing quality behavioral healthcare for children, adolescents, 
adults, and seniors with a program focus on compassion, empathy, and 
perseverance for patients and their families. Existing facilities are accredited by 
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either the Joint Commission or the Commission on Accreditation of Rehabilitation 
Facilities (CARF) and are in good standing with the department of licensure within 
their respective state (names and locations of these facilities are in Supplemental 
#1). As explained on Pages 5-6 of the application, the proposed facility will follow 
the company's philosophy of care and be a one-story, 52,263 square foot facility with 
patient units, a gymnasium, classrooms, administrative suites, and assessment and 
outpatient suites. The patient rooms are double-occupancy and served by an 
adjacent bathroom. The gero-psych unit will have a living room, group room, doctor 
office, seclusion room, and a centrally-located nurses' station. Other inpatient beds 
are separated into four (4) units: two with eighteen beds each and two with ten beds 
each. Each of these units will house a dayroorn and a consultation office. The two 
acute units will share a nurses' station, medication room, and seclusion room. The 
child and adolescent patients will be served by two classrooms. A full-service 
kitchen is planned with an adjacent dining room that can be divided into two 
separate spaces. The gymnasium will be available to all patients. The 
administrative, assessment, and outpatient suites will be individually secure from 
each other and the rest of the facility. The administrative suite will also Include 
offices and a large conference area The Applicant reports that fixtures, hardware, 
and finishes have been selected with patient safety as the critical factor. On Pages 
4 and 6, the Applicant explains that there is a "significant need" for additional 
inpatient psychiatric beds in the proposed service area, particularly as it pertains to 
children and adolescents because there are only twelve (12) existing inpatient 
psychiatric beds (in Bristol) and Sullivan County is the most populous county in 
upper East Tennessee and Kingsport is the biggest municipality in the service area. 
Further, the Applicant reports that, to the best of its knowledge, there are no 
dedicated child and adolescent psychiatric beds reported for the proposed service 
area. On Page 7, the Applicant notes the rtn.mire of Indian Path Pavilion (sometime 
in 2009), which resulted in "no sizeable provider of inpatient psychiatric beds" in the 
proposed service area. It is also noted that the closure of Indian Path Pavilion was 
related to a Certificate of Need project of Mountain States Health Alliance and the 
Woodridge psychiatric facility in Johnson City, Washington County, Tennessee. On 
Page 14 of the application, the Applicant reports that Sullivan and Hawkins counties 
account for more than seventy percent (70%) of the population In the service area, 
and it is appropriate for the proposed facility to be based in the most densely 
populated area of the proposed service area. Further, in Supplemental #1 the 
Applicant explains that it seeks to serve the area with the most need and where 
there are no other facilities, especially since the closure of Indian Path Pavilion and 
the State's Lakeshore Mental Health Institute (Knoxville). Also in Supplemental #1, 
the Applicant was asked to clarify why it did not include Washington County in Its 
service area, especially since Sullivan and Washington Counties share economic 
links and are close in proximity to each other. The Applicant responded that it seeks 
to serve the area with the most need and where there are no other facilities and that 
'Washington County has Woodridge Hospital in Johnson City to serve its needs." 
The potential impact of this project on existing resources will be discussed later in 
this report. 

The Applicant reports that there is no major medical equipment involved in the 
project. 
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The Applicant reports a total estimated project cost (Application, Page 20) of 
$11,717,915.00 (excluding the CON application filing fee); with construction costs of 
$8,000,00200; preparation of site costs of $675,000.00, architectural and 
engineering fees of $267,000.00, acquisition of site costs of $925,000.00; moveable 
equipment costs of $100,000.00; fixed equipment costs of $660,000.00; and 
financing costs and fees of $787,607.00. The anticipated date the project will be 
100% complete (approved for occupancy) is November 1, 2015. The issuance of a 
license is expected to occur on November 15, 2015 and the initiation of services Is 
expected to occur on November 16, 2015 (Application, Page 22). 

Service Areas 

The Applicant's proposed service area is a two-county area of Tennessee: Hawkins 
and Sullivan; and a three-county area of Virginia: Lee Scott, and Wise. 

B. CONCLUSIONS 

As previously stated, if the application is approved, the facility would be licensed by 
the TDMHSAS. Several staff members of TDMHSAS have been consulted and 
contributed to this report. We have concerns supporting approval of the scope and 
size of the proposed project for the following reasons: 

1. A note about inpatient psychiatric beds. As mentioned in reports for other 
CON applications, the Guidelines for Growth publication specifies a formula of 
thirty (30) beds per a population of one hundred thousand (100,000) to 
determine the need for inpatient psychiatric beds. As also mentioned in those 
reports, in practice, application of the formula has often resulted, but does not 
always result, in an underestimation of the number of inpatient psychiatric 
beds needed due to the impact of other factors on bed utilization, including: 
the willingness of the provider to accept emergency involuntary admissions; 
the extent to which the provider serves the TennCare population and/or the 
indigent population; and the number of beds designated as "specialty" beds 
(gero-psychiatric units or units established to treat patients with specific 
diagnoses). These factors limit the availability of beds for the general 
population, as well as for specialty populations, depending on how the beds 
are distributed. Additional factors include taking into consideration not only 
the number of existing beds in the proposed service area, but the utilization of 
those beds and the TDMHSAS' strong support for serving people, if and when 
possible, in the community in which they live to increase the potential 
involvement of family, the individual's support system, and access to other 
needed services, including aftercare services. 

2. There may not be a Need for all proposed beds as described in f detail  
in Section C.1. As noted, the Guidelines for Growth publication specifies a 
formula of thirty (30) beds per a population of one hundred thousand 
(100,000) to determine the need for inpatient psychiatric beds. The 
Applicant's proposed service area consists of a two-county area in 
Tennessee: Hawkins and Sullivan and a three-county area in Virginia: Lee, 
Scott, and Wise. As we have seen before, there are many ways to assess 
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need: different service areas (primary service areas, secondary service 
areas, and so on); different population numbers (U.S. Census, state 
population numbers, current, projected future, and so on); and different 
numbers of existing resources. Each of these calculations frequently has a 
different result. As we have also seen, numbers alone are not the full picture 
of need. One has to consider the composition of existing inpatient psychiatric 
beds and the utilization of existing inpatient psychiatric beds. If existing 
inpatient psychiatric beds are underutilized, even though the numbers might 
show a need, there may not be a need. There may be a need for one type of 
bed, but not another. There might be a need for additional resources in the 
proposed service area, but not of the scope and size being proposed. As will 
be shown in Section C.1., several calculations were performed, each showing 
a different result, but all showing less of a need than what is being proposed. 
The Applicant indicates that it will serve voluntary and involuntary, uninsured, 
and indigent, but there are some concerns about the Applicant's 
understanding of involuntary commitments. 

3. Economic Feasibility has been established as described in further detail in 
Section C.2. The cost of the proposed project appears to be reasonable and 
the project can be completed in a timely manner. The Applicant indicates that 
funding for the project will be developed with the assistance of Dobbs 
Management Services, LLC and the project will be funded through cash, a 
credit line with Fifth Third Bank (documentation submitted in Supplemental 
#1) and net cash flows from existing operations (documentation submitted in 
Supplemental #1). It is reported that Strategic Behavioral Health, LLC, the 
parent company of the Applicant, is a "well-capitalized, financially successful 
psychiatric hospital development and management company" who had a 
consolidated annual net revenue of approximately $50.7 million as of 
December 31, 2012. As noted earlier, Strategic Behavioral Health, LLC, the 
parent company of the Applicant, operates seven (7) psychiatric hospitals 
through subsidiaries in Colorado, Nevada, New Mexico, and North Carolina 
and has another facility under development in College Station, Texas. 
Overall, adequate funding appears to be available and projected gross 
operating revenue of $14,154,600.00 in Year 1 and $28,023,800.00 in Year 2, 
and adjusted Net Operating Income of $676,853.00 in Year 2 (a loss of 
$1,334,340.00 is reported for Year 1) appear to be sufficient to ensure the 
economic feasibility of the project. The Applicant reports that its financial 
analysis has taken into account any short-term losses that may occur during 
ramp-up and it is confident that financial viability will be ensured within two 
years and positive cash flow will develop in the second year. The Applicant 
attributes this to the parent company's experience in its numerous other 
hospitals and the hospital projects it has completed over the last eight years. 

4. The project may not contribute to the orderly developmentof healthcare as 
described in further detail In Section C.3. Since this application is for a new 
facility, the Applicant has Indicated that it will seek appropriate licensure, 
certification, and accreditation for the proposed facility. The Applicant states 
that it will meet all applicable licensure regulations of the licensing agency 
(TDMHSAS) as well as any required by the Department of Health. Further, 
the Applicant reports that it intends to be accredited by the Joint Commission. 
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The Applicant also states that it will meet all applicable licensure for 
personnel and staffing requirements for inpatient psychiatric facilities and 
understands and has reviewed all licensing and certification requirements of 
the State of Tennessee for medical or clinical staff. The Applicant submitted 
Anticipated Stalling Patterns for "Build Year" and "Year 2" on unnumbered 
pages of the main part of the application and a staffing chart submitted in 
Supplemental #2 that shows FTEs by position type. The Applicant reports 
that it will have sufficient access to human resources needed for the project. 
While it is difficult to follow the staffing pattern due to formatting and the use 
of some acronyms, it does appear that the reported staffing plan would meet 
the TDMHSAS licensing requirements for this type of facility. Department 
staff were not able to find the requested comparison of clinical staff salaries in 
the proposal to prevailing wage patterns in the service area as published by 
the Tennessee Department of Labor and Workforce Development and/or 
other documented sources (#3 on Page 27 of the application). While the 
submitted Anticipated Staffing Patterns for "Build Year and "Year 2" do show 
what appear to be hourly rates per position type, there is no corresponding 
comparison to prevailing wage patterns. The Projected Data Chart shows 
total expenses for "Salaries and Wages" of 63,368,492.00 (Year 1) and 
$5,628,936.00 (Year 2) with $105,000.00 listed for "Physician's Salaries and 
Wages" for Year 1 and the same in Year 2. This data is insufficient to make 
the requested comparison, so it is not clear if the proposed salaries are 
reasonable in comparison to prevailing wage patterns. Since this is an 
application for a new facility, there are no transfer agreements in place and 
there is no current participation in the training of students through internships, 
residencies, and other such programs, but the Applicant reports that it has 
plans to have transfer agreements with local area hospitals such as Wellmont 
Holston Medical Center in Kingsport and the parent company has a history of 
working with all agencies and other providers to provide a "collaborative 
process to analyze and reduce barriers to access and service delivery" and it 
plans to participate in the training of students and is open to collaborating with 
area nursing schools and other healthcare training and education providers. 
As noted in the HSDA Staff summary and the application, the proposed 
facility will be classified as an Institute for Mental Disease (IMD), which 
means that the cost of patient care for TennCare enrollees aged 21-64 years 
will be reimbursed using 100% state funds. The full impact on similar 
services supported by state appropriations has not been determined. As will 
be explained later in this report, there are concerns that the scope and size of 
the proposed project will have a negative impact on existing resources In 
contiguous counties that are economically linked to those of the proposed 
project. 

C. ANALYSIS 

1 Need 

There may not be a need for all proposed beds 

As has been previously stated, the application of the formula (30 beds per 100,000 
population) has often resulted in an underestimation of the number of inpatient 
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psychiatric beds needed due to the impact of other factors on bed utilization, 
including: the willingness of the provider to accept emergency involuntary 
admissions; the extent to which the provider serves the TennCare population and/or 
the indigent population; and the number of beds designated as "specialty" beds 
(gem-psychiatric units or units established to treat patients with specific diagnoses). 
These factors limit the availability of beds for the general population, as well as for 
specialty populations, depending on how the beds are distributed. Additional factors 
include taking into consideration not only the number of existing beds in the 
proposed service area, but the utilization of those beds and the TDMHSAS' strong 
support for serving people, if and when possible, in the community in which they live 
to increase the potential involvement of family, the individual's support system, and 
access to other needed services, including aftercare services. 

Reviewing and taking into consideration the factors noted above, some calculations 
show an apparent need for fewer inpatient psychiatric beds than the number 
proposed by the Applicant and some calculations show a surplus, so no need. 

Number Of Existing Beds  

The Applicant reports that there are only twelve (12) inpatient psychiatric beds in the 
proposed service area. Staff of the TDMHSAS found that Ridgeview Pavilion 
located in Bristol, Virginia has twenty-eight (28) adult inpatient psychiatric beds. 
These beds should be included because the proposed service area includes areas 
of Virginia, bringing the total number of existing beds to forty (40). Furthermore, due 
to the close proximity of Washington and Greene Counties (Tennessee) and the 
economic links of those Counties to the proposed service area, existing resources in 
those areas should also be taken into consideration. There is a sixteen (16)-bed 
gero-psych unit at Takoma Regional Hospital in Greene County, Tennessee and an 
eighty-four (84)-bed psychiatric hospital (Woodridge Psychiatric Hospital) in 
Washington County, Tennessee. This would add one hundred (100) inpatient 
psychiatric beds to the number in existence, bringing the total number to one 
hundred forty (140). 

Tennessee Population Numbers (as reported in the HSDA Staff Summary)  

As shown in the HSDA Staff Summary, using the population estimates prepared by 
the Department of Health and applying the bed need formula (population x 30 + 
100,000), bed need is as follows -- without adjusting for existing beds: 

Total Tennessee Counties (Hawkins and Sullivan) Population - CY2014 and CY20i 8 

2014Total Population for Tennessee Counties (Hawkins and Sullivan): 

216,484 x 30 100,000 = 65 (64.9 rounded) 

2018 Total Population for Tennessee Counties (Hawkins and Sullivan): 

219,300 x 30 a 100,000 = 66 (65.6 rounded) 
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factoring in the Applicant's Submitted Virginia Population Numbers 

The Applicant submitted QuickFacts from the U.S. Census Bureau for the three-
county area in Virginia which show population numbers as follows: 

Lee County, VA: 25,474 (2012 estimate); 
Scott County, VA 22,781 (2012 estimate); and 
Wise County, VA: 40,918 (2012 estimate) 

for a total Virginia service area population of 89,173. However, when the numbers 
presented on Page 13 of the application (the same as those in Supplemental #2) are 
added together, the total is 89,725. 

The 89,173 number was used for all calculations shown below. 

The Applicant also submitted a chart on Page 13 of the application showing 
"Population of Service Area" which shows totals for the five-county service area 
(both Tennessee and Virginia). In the narrative part of that same page, the 
Applicant indicates that only twelve (12) inpatient psychiatric beds exist in the 
proposed service area, at Bristol Regional Medical Center in Bristol, Tennessee. As 
discussed above, there are an additional twenty-eight (28) beds (those in Bristol, 
VA) that should be Included since the Applicant includes Virginia in the proposed 
service area. When doing so, the total number of existing inpatient psychiatric beds 
in the proposed five-county service area (Tennessee and Virginia) is forty (40). 
When applying the Tennessee criteria of 30 beds per 100,000 population to the total 
(TN and VA) population numbers used by the Applicant (281,133 x 30 + 100,000), 
there is a need of 84 inpatient psychiatric beds for all ages used on the Applicant's 
chart. 

If using the number of existing beds reported by the Applicant -- 12, and 84 are 
needed [282,133 x 30 + 100,000], then it does appear that there is an unmet need of 
72 beds and the proposed project would meet that need. 

AMENDED June 20, 2014  
If 40 beds exist, the population number needs to increace by the population of 
Bristol, VA (17,728 in 2013 [estimated]), then 90 [89.6 rounded] beds would be 
needed [281,133 + 17,728 = 298,861 x 30 + 100,000], and there would be an unmet 
need of 50 beds• however, the project is proposing 72 total beds, a number greater 
than the apparent unmet need. 

SECOND AMENDMENT June 20, 2014  
If 140 beds exist, the population number needs to increase by the populations of 
both Greene and Washington Counties (200,773 in 2014), then 150 [149.89 
rounded] beds would be needed [281,133 + 17,728 + 200,773 = 499,634 x 30 + 
100,000], and there would be an unmet need of 10 beds; however, the project is 
proposing 72 total beds, a number greater than the apparent unmet need. 
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Applicant's Undated Population Numbers 

In Supplemental #2, in response to a request from HSDA staff, the Applicant 
submitted an updated chart and a revised narrative using updated population 
numbers. It is noted that only the Tennessee numbers were updated, the Virginia 
numbers remained the same. When using the updated TN and VA population 
numbers (296,929 x 30 + 100,000), the result is a need of 89 inpatient psychiatric 
beds for all ages used on the Applicant's updated chart. 

If using the number of existing beds reported by the Applicant -- 12, and 89 are 
needed [296,929 x 30 =100,000], then it does appear that there is an unmet need of 
77 beds and the proposed project would come close to meeting that need. 

AMENDED June 20, 2014 
If 40 beds exist, the population number needs to increase by the population of 
Bristol, VA (17,553 in 2018 [estimated]), then 94 [94.3 rounded] beds would be 
needed [296,929 + 17,553 = 314,482 x 30 + 100,000], and there would be an unmet 
need of 54 beds; however, as noted, the project is proposing 72 total beds, a 
number greater than the apparent unmet need. 

SECOND AMENDMENT June 20.2014  
If 140 beds exist, the population number needs to increase by the populations of 
both Greene and Washington Counties (209,964 in 2018), then 157 [157.33 
rounded] beds would be needed [296,929 + 17,553 + 209,964 = 524,446 x 30 + 
100,000], and there would be an unmet need of 17 beds; however, as noted, the 
project is proposing 72 total beds, a number greater than the apparent unmet need. 

Using the University of Tennessee Center for Business and Economic Research  
Population Proiect Data Files' Population Numbers and Factoring in the Virginia 
Population Numbers  

When using the 2014 and 2018 population numbers from the University of 
Tennessee Center for Business and Economic Research Population Projection Data 
Files (2010-2020), combined with the Virginia population numbers noted above, the 
calculations tell a different story: 

2014 TN population 216,484 + VA population 89,173 = 305,657 x 30 + 100,000 = 92 
(91.69 rounded) 

If using the number of existing beds reported by the Applicant -- 12, and 92 are 
needed [216,484 + 89,173 = 305,657 x 30 + 100,000], then it does appear that there 
is an unmet need of 80 beds and the proposed project would come close to meeting 
that need. 

AMENDED June 20, 2014 
If 40 beds exist, the population number needs to increase by the population of 
Bristol, VA (17,728 in 2013 [estimated)), then 97 [97.01 rounded] beds would be 
needed [216,484 + 89,173 + 17,728 = 323,385 x 30 + 100,000], and there would be 
an unmet need of 57 beds; however, as noted, the project is proposing 72 total 
beds, a number greater than the apparent unmet need. 
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SECOND AMENDMENT June 20‘ 2014 
If 140 beds exist, the population number needs to increase by the populations of 
both Greene and Washington Counties (200,773 in 2014), then 157 [157.24 
rounded] beds would be needed [216,484+ 89,173 + 17,728 + 200,773 = 524,158 x 
30 + 100,000], and there would be an unmet need of 17 beds; however, as noted, 
the project is proposing 72 total beds, a number greater than the apparent unmet 
need. 

2018 TN population 219,300 + VA population 89,173 = 308,473 x 30 + 100,000 = 93 
(92.54 rounded) 

If using the number of existing beds reported by the Applicant -- 12, and 93 are 
needed [219,300 + 89,173 = 308,473 x 30 + 100,000], then it does appear that there 
is an unmet need of 81 beds and the proposed project would come close to meeting 
that need. 

AMENDED June 20. 2014 
If 40 beds exist, the population number needs to increase by the population of 
Bristol, VA (17,553 in 2018 [estimated]), then 98 [97.80 rounded] beds would be 
needed [219,300 + 89,173 + 17,553 = 326,026 x 30 + 100,000], and there would be 
an unmet need of 58 beds; however, as noted, the project is proposing 72 total 
beds, a number greater than the apparent unmet need. 

SECQND AMENDMENT June 20.2014  
If 140 beds exist, the population number needs to increase by the populations of 
both Greene and Washington Counties (209,964 in 2018), then 161 [160.79 
rounded] beds would be needed [219,300 + 89,173 + 17,553 + 209,964 = 535,990 x 
30 + 100,000], and there would be an unmet need of 21 beds; however, as noted, 
the project is proposing 72 total beds, a number greater than the apparent unmet 
need. 

Tennessee Population Numbers by Me Category -- 18+ and 65+ -- CY2014 and 
CY2018 

201418+ Population for Tennessee Counties (Hawkins and Sullivan): 

175,764 x 30 + 100,000 . 53 (52.7 rounded) 

201818+ Population for Tennessee Counties (Hawkins and Sullivan) 

184,934 x 30 + 100,000 = 56 (55.5 rounded) 

2014 65+ Population for Tennessee Counties (Hawkins and Sullivan) 

44,484 x 30 + 100,000 = 13 (13.3 rounded) 

2018 65+ Population for Tennessee Counties (Hawkins and Sullivan) 

50,355 x 30 + 100,000 = 15 (15.1 rounded) 
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Tennessee Population Numbers by Age Category -- 0-17 years CY2018  

2018 0-17 Population for Tennessee Counties (Hawkins and Sullivan) 

34,366 x 30 + 100,000 =10 (10.3 rounded) 

Since the category of existing beds is not clear; In other words, it is not exactly 
known if the existing beds are adult psychiatric beds, gero-psych beds, child and 
adolescent beds, or chemical dependency beds; the calculations conducted above 
will not be conducted on these specific age category numbers. 

Applicant's Submitted Virginia Population Numbers (for the three-county area) by 
Age Category (date unknown) and Applying the Tennessee Bed Need Formula 
(Population x 30 + 100.000 (without adjusting for existing beds] 

Ages 5-14: 8,580 x 30 + 100,000 = 3 (2.57 rounded) 

Ages 15-19: 5,250 x 30 + 100,000 = 2 (1.57 rounded) 

Ages 19-64: 59,829 x 30 + 100,000 =18 (17.94 rounded) 

Ages 65+: 16,066 x 30 + 100,000 = 5 (4.81 rounded) 

For these Virginia Counties, applying the Tennessee bed need formula, a bed need 
would be a total of 28 (after rounding), without adjusting for existing beds. The 
Applicant reports that there are no known existing beds in these Virginia Counties 

AMENDED June 20.2014 
Conclusions About Anpiving the Bed Need Formula 

As you can see, many calculations, many different results. The bottom line is not 
clear — depending on which numbers and calculations are used when applying the 
bed need formula, there is either a need for additional beds equal to the number 
being proposed, slightly above the number being proposed, or much less than the 
number being proposed. It should also be noted that if the Virginia population 
numbers changed or were adjusted based on estimated projections, rather than 
remaining constant as reported, there would more likely than not be additional 
differences in the calculations. 

Calculating Need By Looking at Statistics -- Applicant's Methodology and 
Department Findings  

When asked to provide the details regarding the methodology used to project 8,700 
patient days in Year 1 and 17,100 patient days in Year 2, the Applicant submitted (in 
Supplemental #1) statistical information from the Substance Abuse and Mental 
Health Administration's (SAMHSA's) National Survey on Drug Use and Health 
[published May 31, 2012] in which it was reported, from surveys conducted in 2008 
and 2009, that Tennessee has mental illness rates higher than the national average 
(21.46% versus 19.77%; 5.01% versus 4.62%). The Applicant reports that it looked 
at the population of the service area, prevalence of mental illness and serious 
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mental illness to form its projections. The Applicant states that it is important for the 
state to ensure adequate availability of mental health services so this population can 
receive needed psychiatric treatment. The charts do not contain table headers, so it 
is not exactly clear to what these percentages refer; however, Department staff 
report that in 2010, only 5.26% of adults over the age of 18 were diagnosed with a 
serious mental illness in Hawkins and Sullivan Counties, a mid-range number in 
comparison to the rest of Tennessee's rural areas. Further, Department staff report 
that In 2010, only 7.92% of adults over the age of 18 were diagnosed with a 
substance abuse disorder In Hawkins and Sullivan Counties, a mid-range number In 
comparison to the rest of the state. Department staff also reported that in 2013, 
there were 44 admissions to a Regional Mental Health Institute (state-owned and 
operated) from Hawkins and Sullivan Counties combined while there were 642 
treatment admissions for substance abuse/addiction disorders. Department staff 
researchers conclude that there is no need for adult inpatient beds in the proposed 
service area (including Virginia), there is no need for gero-psych beds in the 
proposed service area (including Virginia), there is a need for child and adolescent 
beds, but fewer than what is being proposed (18, not 28), and it appears that 
substance abuse treatment needs are higher in the proposed Tennessee service 
area. 

Utilization of Existing Resources 

Please see the discussion in Section C.3. 

Serving Voluntary, Involuntary, Uninsured, and Indigent 

As noted in Supplemental #1, the Applicant expects to contract with BlueCare, 
TennCare Select, and United Healthcare Community Plan. Such relationships are 
not yet in place since this application is for a new facility. Also in Supplemental #1, 
the Applicant clarified its earlier statement that It would not be able to accept adult 
TennCare admissions by noting that its belief that the IMD (Institutions for Mental 
Disease) provisions would keep it from being able to accept adult TennCare 
admissions was incorrect, and the Applicant confirmed with representatives from 
TennCare that it will be able to accept adult TennCare admissions. Further, in 
Supplemental #1, the Applicant was asked to discuss if involuntary admissions and 
the uninsured would be transferred to private psychiatric hospitals that have 
expanded contracts with the Department. The Applicant reports that it would be 
open to contracting directly with the Department to accommodate this patient 
population. When asked if It would accept uninsured persons that would have been 
served by the State's now-closed Lakeshore Mental Health Institute, the Applicant 
responded that it would be open to contracting directly with the Department to 
accommodate these individuals. Question #21 in Supplemental #1 asks if an 
uninsured individual is admitted involuntarily and is then enrolled in TennCare, will 
the Applicant need to transfer the patient to another facility since adult TennCare 
patients cannot be accepted. The Applicant's response of "It is our belief that there 
is a very high probability that the individual would be stabilized and no longer be 
involuntary in the time that it would take to enroll in TennCare" raises some concern 
about the Applicant's understanding of 'involuntary' and the involuntary commitment 
process. The Applicant reports that it will provide appropriate care to ail patients 
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regardless of their ability to pay and that the care will be limited to the appropriate 
scope of a psychiatric hospital. 

2. Economic Feasibility 

The cost of the proposed project appears to be reasonable and the project can be 
completed in a timely manner. The Applicant indicates that funding for the project 
will be developed with the assistance of Dobbs Management Services, LLC and the 
project will be funded through cash, a credit line with Fifth Third Bank 
(documentation submitted in Supplemental #1) and net cash flows from existing 
operations (documentation submitted in Supplemental #1). It is reported that 
Strategic Behavioral Health, LLC, the parent company of the Applicant, Is a "well-
capitalized, financially successful psychiatric hospital development and management 
company" who had a consolidated annual net revenue of approximately $50.7 
million as of December 31, 2012. As noted earlier, Strategic Behavioral Health, 
LLG, the parent company of the Applicant, operates seven (7) psychiatric hospitals 
through subsidiaries in Colorado, Nevada, New Mexico, and North Carolina and has 
another facility under development in College Station, Texas. Since the application 
under review is for a new facility, there is no historical data for revenue and 
expenses. Overall, adequate tunding appears to be available and projected gross 
operating revenue of $14,154,600.00 in Year 1 and $28,023,800.00 in Year 2, and 
adjusted Net Operating Income of $676,853.00 In Year 2 (a loss of $1,334,340.00 is 
reported for Year 1) appear to be sufficient to ensure the economic feasibility of the 
project. The Applicant reports that Its financial analysis has taken into account any 
short-term losses that may occur during ramp-up and it is confident that financial 
viability will be ensured within two years and positive cash flow will develop in the 
second year. The Applicant attributes this to the parent company's experience in its 
numerous other hospitals and the hospital projects it has completed over the last 
eight years. 

Ownership and Management 

As noted, the Applicant, SBH-Kingsport, LLC, is a wholly owned subsidiary of 
Strategic Behavioral Health, LLC, whose majority ownership are the owners of 
Dobbs Management Services, Inc. Strategic Behavioral Health, LLC, Is an inpatient 
psychiatric hospital company based in Memphis, Tennessee with seven (7) 
psychiatric hospitals through subsidiaries in Colorado, Nevada, New Mexico, and 
North Carolina and another facility under development in College Station, Texas. 

Expected Cost and Alternatives  

The Applicant reports a total estimated project cost (Application, Page 20) of 
$11,717,915.00 (excluding the CON application filing fee); with construction costs of 
$8,000,002.00; preparation of site costs of $675,000.00, architectural and 
engineering fees of $267,000.00, acquisition of site costs of $925,000.00; moveable 
equipment costs of $100,000.00; fixed equipment costs of $660,000.00; and 
financing costs and fees of $787,607.00. The Applicant reports that it reviewed the 
closing of psychiatric beds in the broader East Tennessee area, including Indian 
Path Pavilion, and is "confident that there are no less costly, more effective, more 
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efficient ways of providing the benefits of inpatient psychiatric beds other than by 
constructing a new facility." The Applicant reports that freestanding psychiatric 
hospitals operate on a "significantly lower cost per patient day than acute hospital 
psychiatric units or state-run psychiatric facilities." The Applicant also reports that 
since there are no other freestanding psychiatric hospital facilities in the proposed 
service area, sharing facilities is not likely to occur. 

Revenue and Expense Information /including Projected Utilization Numbers and the 
Methodology Used to Calculate Utilization Numbers)  

Since the application under review is for a new facility, there is no historical data to 
review. The Applicant reports, on Page 24, that projected utilization data in Year 1 is 
8,700 patient days and 17,100 patient days. There is no current charge schedule 
since this application is for a new facility. The Applicant submitted (Page 25) a 
proposed gross charge for the average inpatient charge per day of $1,578.00. The 
charge is the same for adult psychiatric, gero-psych, child and adolescent, and 
chemical dependency. In Supplemental #1 it is reported that the average net charge 
per inpatient day is approximately $550.00, with the average deduction from gross 
operating revenue of approximately $1,028.00. Upon request to provide 
comparative charges to Woodridge Psychiatric Hospital (Washington County, 
Tennessee), in Supplemental #1 the Applicant reports that the 2012 Joint Annual 
Report (JAR) shows that Woodridge's per day charge appears to be $2,214.00, 
derived by dividing its reported gross charges for Inpatient care ($47,218,094.00) by 
the number of reported inpatient days (21,329). 

Applicant's Methodology and Department Findings  

When asked to provide the details regarding the methodology used to project 8,700 
patient days in Year 1 and 17,100 patient days in Year 2, the Applicant submitted (in 
Supplemental #1) statistical information from the Substance Abuse and Mental 
Health Administration's (SAMHSA's) National Survey on Drug Use and Health 
[published May 31, 2012] in which it was reported, from surveys conducted in 2008 
and 2009, that Tennessee has mental illness rates higher than the national average 
(21.46% versus 19.77%; 5.01% versus 4.62%). The Applicant reports that it looked 
at the population of the service area, prevalence of mental illness and serous mental 
Illness to form its projections. The Applicant states that it is important for the state to 
ensure adequate availability of mental health services so this population can receive 
need psychiatric treatment. The charts do not contain table headers, so it is not 
exactly clear to what these percentages refer; however, Department staff report that 
in 2010, only 5.26% of adults over the age of 16 were diagnosed with a serious 
mental illness in Hawkins and Sullivan Counties, a mid-range number in comparison 
to the rest of Tennessee's rural areas. Further, Department staff report that in 2010, 
only 7.92% of adults over the age of 18 were diagnosed with a substance abuse 
disorder in Hawkins and Sullivan Counties, a mid-range number in comparison to 
the rest of the state. Department staff also reported that in 2013, there were 44 
admissions to a Regional Mental Health Institute (state-owned and operated) from 
Hawkins and Sullivan Counties combined while there were 642 treatment 
admissions for substance abuse/addiction disorders. Department staff researchers 
conclude that there is no need for adult inpatient beds in the proposed service area 
(including Virginia), there is no need for gero-psych beds in the proposed service 
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area (including Virginia), there is a need for child and adolescent beds, but fewer 
than what is being proposed (18, not 28), and it appears that substance abuse 
treatment needs are higher in the proposed Tennessee service area. 

3. Contribution to the Orderly Development of Health Care 

Licensure  

Since the Applicant is applying for a new facility, there is no current license. If the 
project is approved, the facility would be licensed by the Department of Mental 
Health and Substance Abuse Services. The Applicant has indicated that it will seek 
appropriate licensure, certification, and accreditation for the proposed facility. The 
Applicant states that it will meet all applicable licensure regulations of the licensing 
agency (TDMHSAS) as well as any required by the Department of Health. Further, 
the Applicant reports that it intends to be accredited by the Joint Commission. The 
Applicant also states that it will meet all applicable licensure for personnel and 
staffing requirements for inpatient psychiatric facilities and understands and has 
reviewed all licensing and certification requirements of the State of Tennessee for 
medical or clinical staff. 

Staffing and Reported Salaries  

The Applicant submitted Anticipated Staffing Patterns for "Build Year" and "Year 2" 
on unnumbered pages of the main part of the application and a staffing chart 
submitted in Supplemental #2 that shows FTEs by position type. The Applicant 
reports that it will have sufficient access to human resources needed for the project 
In Supplemental #1, the Applicant explains that the parent company has prior 
experience building and staffing new hospitals across the United States and will use 
an employee search service should it become necessary to look outside the service 
area for employees and will be able to attract qualified, well-trained professionals 
who will live and work in the service area. While it is difficult to follow the staffing 
pattern due to formatting and the use of some acronyms, it does appear that the 
reported staffing plan would meet the TDMHSAS licensing requirements for this type 
of facility. Department staff were not able to find the requested comparison of 
clinical staff salaries in the proposal to prevailing wage patterns in the service area 
as published by the Tennessee Department of Labor and Workforce Development 
and/or other documented sources (#3 on Page 27 of the application). While the 
submitted Anticipated Staffing Patterns for "Build Year" and "Year 2" do show what 
appear to be hourly rates per position type, there is no corresponding comparison to 
prevailing wage patterns. The Projected Data Chart shows total expenses for 
"Salaries and Wages" of $3,388,492.00 (Year 1) and $5,628,936.00 (Year 2) with 
$105,000.00 listed for "Physician's Salaries and Wages" for Year 1 and the same in 
Year 2. This data is insufficient to make the requested comparison, so it is not clear 
if the proposed salaries are reasonable in comparison to prevailing wage patterns. 
In response to Question #33 in Supplemental #1, a chart showing "Position" and 
"Median Wage" for three (3) positions [RN, Mental Health Counselor, and 
Healthcare Support Workers] was provided, but the "Median Wage" is an annual 
amount, so is an inappropriate comparison to the hourly wage supplied by the 
Applicant and a full comparison for each position type was not submitted, so it Is not 
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clear if the proposed salaries are reasonable in comparison to prevailing wage 
patterns. Supplemental #1 contains several questions and Applicant responses 
related to staffing. A review of those questions and the Applicant's responses show 
that the Applicant does intend to meet the staffing requirements of the Department 
(TDMHSAS) and staff all units as appropriate for patient acuity levels and that 
staffing will increase to cover special observations. 

Upon request, the Applicant submitted in Supplemental #1 a licensure survey report 
on one of its facilities. The Applicant submitted a "Statement of Deficiencies and 
Plan of Correction" document, dated January 13, 2014, from the Nevada 
Department of Health and Human Services, Division of Public and Behavioral Health 
in which a deficiency related to having unqualified or unlicensed personnel was 
substantiated after an investigation in November, 2013. The deficiency was later 
corrected, but it is hoped that similar staffing issues do not occur in Tennessee. 

Effect on Existing Providers and Resources 

Please see the HSDA Staff Summary for an assessment of the impact of the 
proposed project on Woodridge Psychiatric Hospital, a facility in Washington County, 
Tennessee that has a 65% market share in the Tennessee portion of the Applicant's 
service area. Department staff agree with those findings. 

As noted previously, there are concerns that the scope and size of the proposed 
project will have a negative impact on existing resources in contiguous counties that 
are economically linked to those of the proposed project, which would be disruptive 
to the overall delivery of services in the area. If existing resources are not being 
used to their fullest, in other words are underutilized, it raises the question of 
whether additional resources are needed. 

The Applicant reports that there are no freestanding inpatient psychiatric facilities in 
the proposed service area, particularly since the closure of Indian Path Pavilion 
(sometime in 2009). The Department does not disagree. However, this does not 
mean that there aren't any resources or services available to those with mental 
illness and/or substance abuse disorders. The Department's understanding of the 
closure is that it closed because of underutilization and lack of demand for inpatient 
psychiatric services and that there were, and are, sufficient other resources and 
services to meet the mental health needs of the individuals in the Upper East 
Tennessee region. 

The Applicant was asked to revise its responses to the Project Specific Criteria for 
Psychiatric Inpatient Services to include data on other inpatient facilities that have 
Hawkins and Sullivan Counties in their designated service area since that will impact 
the bed need for the proposed service area. In Supplemental #1, the Applicant 
responded that it is not required to analyze data of providers not located in its 
proposed service area. Department staff respectfully disagree with The Applicant's 
response. In order to assess the extent and true impact on existing resources and 
providers, it is important to review the data of those whose patient population comes 
from the counties in which one seeks to establish new services or build a new 
facility. If there are existing providers and resources that also serve the proposed 
service area, there will more likely than not be an impact on those providers and 
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resources The extent of that impact should be evaluated and assessed. Asked 
another way in Question #32 of Supplemental #1, the Applicant was asked how the 
project will impact the utilization of similar providers, especially those who claim 
Hawkins and Sullivan Counties in their service area. The Applicant responded that 
"Utilization of ... other inpatient psychiatric providers not in the service area has 
already been accounted for in the projections for this project. The elimination over 
recent years of inpatient psychiatric beds ... demonstrate's] the continuing need for 
additional inpatient psychiatric beds in this service area." Department staff 
respectfully disagree with the Applicant's response -- the elimination of inpatient 
psychiatric beds does not necessarily "demonstrate the continuing need for 
additional inpatient psychiatric beds", but may indicate that other services are 
sufficiently addressing the need and there may be alternatives for those with mental 
illness and/or substance abuse disorders. 

On Page 16 of the application, the Applicant reports that the proposed project will 
not have an impact on the existing twelve (12) beds (at Bristol Regional Medical 
Center in Bristol, TN) given the "complete absence of these services in the Kingsport 
area currently, or in any of the other counties in the projected service area." 

Letters of Support or Opposition  

TDMHSAS staff is aware of letters of support as well as letters of opposition. 
Several letters of support are in favor of the project because there are waiting lists at 
the existing mental health resources; the location of existing resources are outside 
the c,ommurdty, which makes family involvement more difficult; and services are 
being provided in, in their words, inappropriate places (emergency rooms, jails). The 
opposition will present its views at the June meeting. 

Working Relationships with Existing Health Care Providers and Participation in the  
Training of Students (Internships. Residencies. Etc.) 

Since this is an application for a new facility, there are no transfer agreements in 
place, no working relationships with existing health care providers, and there is no 
current participation in the training of students through internships, residencies, and 
other such programs, but the Applicant reports that it has plans to have transfer 
agreements with local area hospitals such as Wellmont Holston Medical Center in 
Kingsport and the parent company has a history of working with all agencies and 
other providers to provide a "collaborative process to analyze and reduce barriers to 
access and service delivery". In Supplemental #1, the Applicant reports that it 
Intends to have a working relationship with the area mobile crisis teams such as 
those at Frontier Health, but notes that in a meeting in October 2013 members of 
Frontier Health indicated that there is not a problem getting patients placed. The 
Applicant points out that at that time, Washington County was Included in the 
proposed service area, and has since been excluded from the proposed service 
area, and that members of Frontier Health also indicated that if the project were 
completed and quality clinical programming would be provided, Frontier Health 
would work with the Applicant. The Applicant reports that it plans to participate in 
the training of students and is open to collaborating with area nursing schools and 
other healthcare training and education providers. 
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Ms. Hill provided a brief summary of the application and recommended approval for the change of site of the 
approved but unimplemented project based upon the application meeting the established criteria as follows: 
1) Need — The need to relocate is justified based upon the problems found at the existing site. The 
development of the existing site would require significant blasting, grading, and building substantial retaining 
walls, which would significantly increase the original project cost; 2) Economic Feasibility — The project will be 
funded by cash reserves of the parent company and is projected to have positive net operating income less 
capital expenditures by year 2. The relocation will not result In greater cost to patients or a higher 
reimbursement for the applicant; and 3) Contribution to the Orderly Development of Health Care — In addition 
to the cost savings, the relocation will help contribute to the orderly development of health care because the 
new site is closer to Summit Hospital, which will be a major referral source for skilled nursing care. 

Dan H. Elrod, Esq., was present to address the Agency, and Bruce K. Duncan, Assistant Vice President, NHC 
was present on behalf of the project. 

Mr. Doolittle moved for approval of the project by accepting the Executive Director's determination. Dr. 
Flora seconded the motion. The motion CARRIED [8-0-0]. APPROVED. Ms. Hill noted the project 
included a three year expiration date instead of the usual two. 

AYE: Jordan, Mills, Flora, Gaither, Doolittle, Wright, Hodge, Johnson 
NAY:. None 

CERTIFICATE OF NEED APPLICATIONS  

Mark Farber summarized the following CON Applications: 

Ms. Burns left meeting. 

SBH-Kingsport, LLC - (Kingsport, Sullivan County), TN - Project No. CN1312-060 

Establishment of a new 72-bed mental health hospital and the initiation of inpatient psychiatric services. The 
hospital will contain 18 adult, 16 geropsychiatric, 28 child and adolescent, and 10 chemical dependency beds. 
The facility will be located at an unaddressed site at the end of Executive Park Boulevard. The estimated 
project cost is $11,717,915.00. 

William H. West, Esq., addressed the Agency on behalf of the applicant, and speaking on behalf of the project 
was Mike Garone, Director of Development, Strategic Behavioral Health. Speaking in support were: Jason 
Smith, Supervisor of Personnel, Scott County Schools; Jeff Thacker, Sgt. Deputy Sheriff, Scott County Virginia 
Sheriff's Office; Robin Ann Foreman, Assistant Professor, King University; Scott Fink, Chief of Police, Gate 
City Police Department; Greg Jones, Town Manager, Gate City Virginia; David Quillin, Chief of Police, 
Kingsport Police Department; Jill D. McCarly, M.D.; Chris Beach, COO, Camelot Care Centers, Inc.; Taylor 
Scott, Lee County Virginia Sheriff's Department; Callie Faircioth; Jim Shaheen, President, Strategic Behavioral 
Health. 

Speaking in opposition were: Dan H. Elrod, Esq. representing Woodridge Psychiatric Hospital; Marlene 
Bailey, Director, Behavioral Services, Woodridge Psychiatric Hospital; Terry Bore!, M.D., Woodridge 
Psychiatric Hospital; and Hetal Brahmbhatt, M.D., Woodridge Psychiatric Hospital. Present in opposition 
were: Shane Hilton, Regional CFONP, Mountain States Health Alliance; Kasey McDevitt, Director, Strategic 
Planning, Mountain States Health Alliance; Allison Rogers, VP, Strategic Planning, Mountain States Health 
Alliance; and Dru Malcolm, Assistant Administrator, CNO, Woodridge Psychiatric Hospital. 

Mr. West rebutted. 

Mr. Elrod provided opposition summation. 

Mr. West provided applicant summation. 

Chairman Johnson called for a motion; after no other member offered a motion, Chairman Johnson 
turned the meeting over to Vice-Chairman Wright. Then, to move the application to a vote, he moved 
for approval of the project to establish a new 72-bed mental health hospital and the initiation of 
inpatient psychiatric services with 18 adult, 16 geropsychiatric, 28 children and adolescent, and 10 

HEALTH SERVICES AND DEVELOPMENT AGENCY 
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chemical dependency beds based on: 1) Need — The data clearly shows there is a need for those 
beds; 2) Economic Feasibility — The economic feasibility is available through the financing that is 
available through the organization; and 3) The project does contribute to the orderly development of 
adequate and effective health care as it will provide health care in a region that drastically needs this 
service, and can't really use the health care services that are available, conveniently, in the area 
where they are. Mr. Doollittle seconded the motion. The motion FAILED [4-4-0]. DENIED -- the 
motion failed because it was not supported by a majority of members present and voting * 

AYE: Doolittle, Wright, Hodge, Johnson 
NAY: Jordan, Mills, Flora, Gaither 

*Mr Gaither stated that he voted against the approval of the project because it doesn't contribute to the 
orderly development of health care services as it will be detrimental to the delivery system in the region. 

Ms. Burns returned to meeting and Mr. Doolittle left meeting. 

Wharton Nursing Home • (Pleasant Hill, Cumberland County), TN - Project No. CN1403-006  

Relocation of 31* of the existing 62 dually certified nursing home beds to an adjacent building on the campus 
of Uplands Village, a continuing care retirement community. The 31 beds will be relocated from an existing 
building at 878-880 W. Main Street to 55 West Lake Road. The project includes construction and renovation. 
All 62 beds will be operated under Wharton Nursing Home's license. The estimated project cost is 
$5,100,000.00. 

*These beds are not subject to the 2013-2014 Nursing Home Bed Pool. 

Richard Woodard, Executive Director, Uplands Village, addressed the Agency on behalf of the project. 
Present in support were: Al Griffin, Director of Financial Services, Uplands Village and Anita Croinex, Health 
Services Director, Uplands Village. 

Mr. Wright moved for approval of the project for the renovation of their existing space by actually 
moving a part of their patient care population to another adjacent building on the same campus based 
on: 1) Need — Since this project adds no beds to the existing service area, the need has been 
previously established; 2) Economic Feasibility — The project's economic feasibility is established by 
an approved government loan; and 3) The project's contribution to the orderly development of 
adequate and effective health care is met by renovation and reallocation of resources, to better serve 
the senior population of the community, and modern accommodations with enhanced services. 
Mr. Mills seconded the motion. The motion CARRIED [8-0-0]. APPROVED 

AYE: Jordan, Mills, Flora, Gaither, Wright, Burns, Hodge, Johnson 
NAY: None 

Dyersburg Regional Medical Center - (Dyersburg, Dyer County), TN - Project No. CN1403-007 

The expansion of cardiac catheterization services to include interventional (therapeutic) cardiac catheterization 
procedures. Catheterization services are currently limited to diagnostic-only. The estimated project cost is 
$367,763.00. 

DEFERRED TO JULY 2014 MEETING 

West Tennessee Imaging dibla Outpatient Diagnostic Center of Memphis - (Memphis, Shelby County)  
TN - Project No. CN1403-008 

Establishment of an outpatient diagnostic center (ODC), acquisition of MRI equipment, and initiation of MRI 
services in 8,258 SF of space at 7600 Wolf River Blvd. In addition to MRI, CT, X-ray, and ultrasound services 
will be provided. This project will not add additional capacity to the market because a new joint venture has 
been established to own this ODC which will in effect relocate an existing ODC with MRI from 5130 Stage 
Road, a distance of 10 miles. The existing facility will relinquish its license and cease MRI services once this 
facility is operational. The estimated project cost is $10,123,989.00. 

HEALTH SERVICES AND DEVELOPMENT AGENCY 
JUNE 25, 2019 MEETING 
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Financial Summary — Kingsport New Building 

Kingsport represents a great opportunity for SBH to grow our number of current Acute 
Hospitals. Returns exceed our requirements and provide for growth In multiple business 
lines. 

FINANCIAL SUMMARY 

Capital investment 
- Equity (40%) 

- Debt (60%) 

Total Capital 

72 Beds/53 Census 

$4.6 MM 
$6.8 MM 

$11.4 MM 

Adj. Net  Inc. to Equity (1) $2.25 MM (EBITDA - capital expenditures & interest) 
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Simple Return to Equity (2) 50% (Adjusted Net income / Equity) 

Note:  

1) Adjusted Net Income to Equity= Net Income Plus Depredation Less Capital Expenditures 

2) Ftelums are simple returns and illustratne. Does not factor In lime element of returns In calculation. 
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Kingsport Opportunity Rationale 

 

Key Elements of Kingsport Opportunity: 

+ Tennessee is a CON State— provides barrier to market entry for additional competition 

•? Kingsport Market ranks #15 on the list of the Top 27 Markets according to the Intern Project 

+ Limited competition 

•:• Only 2 facilities (40 beds) within 25 miles and 3 facilities (112) beds within 50 miles 

:• Only 1 substance abuse provider (19 beds) in the entire market 

Kingsport Market Is "under bedded" 

:• National statistics show 30-50 beds per 100,000 population 

4 Entire Kingsport Market has a need for 81 additional beds (at 30/100k) 

4 Significant need for Child / Adolescent, Geriatric and Substance Abuse services 

O Patients are traveling all the way to Knoxville (100 miles) and Chattanooga (210 Miles) to access services 

•? State facilities are operating at or over capacity 

•? State recently (June 2012) closed Lakeshore Mental Health Institute which had 250 beds 

TennCare 

•S Has confirmed that there is additional need for inpatient psych. services In Eastern TN 

4 Only current SSH Market that would allow for Adult (21 — 65) Medicaid reimbursement 
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Kingsport Opportunity Rationale - Continued 
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C. Community Support 

•> Law Enforcement! Department of Children's Services I SNIF's / School District 

c Community is tired of only having one major provider In town 

di Rural communities in need of services and willing to travel 

C.. Partnership Opportunities 

ETSU Department of Psychiatry 

Welmont Health System 

oe Accessibility to staff 

Ranked # 2 for staffing on the Intern Project 

•2 East Tennessee State University (Johnson City) 
• ecotone BefuMoral Sciences 

▪ Nurstea 

▪ Psychology 

o Soda, Work 

Cr King University (Bristol! Kingsport) 
• Nursthp 

▪ Psyclitingy 

S Community Mental Health Providers 

di Tremendous opportunity to have multiple feeder relationships throughout the market 
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Kingsport Opportunity - Rationale 

Criteria Comments Poor Average Good !Excellent 

Rate of Pay 650 PPD - Commercial 

Adult Medicaid as 
additional payor 

> Will be able to contract for 
TennCare ages 21 — 65 

> Only current SSH market to 
allow for this reimbursement 

C.O.N. > CON required 
> Providers determine their own 

service area 
> Limits future competition 

Degree of Competition / 
Supply & Demand 

> Additional demand for 81 beds 

Staffing Requirements > No set ratio requirements for 
acute other then 2 direct care 
per unit at ail times 

Staffing > Overall #2 on Intern Project 
> Staff cost low / Higher Ed. high 
>.. Catchment area has over 300I< 
> ETSU (Nursing / Psychiatry) 

Community Support > Support from TennCare, 
mental health providers, police 
and med/surg hospitals 
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Kingsport Catchment Area 

25 Mile Radius 50 Mile Radius 
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Kingsport Population Data & Bed Need 

County Weight Actual Population Weighted Population 
Hawkins (TN) 1 56,587 56,587 
Greene (TN) 1 68,319 68,819 
Sullivan (TN) 1 156,786 155,786 
Washington (TN) 1 125,094 125,094 
❑nicoi (TN) 1 15,235 18,235 
Carter (TN) 1 57,355 57,355 
Johnson (TN) 1 18,095 18,095 
Hancock (TN) 1 6,720 6,720 
Hamblen (TN) 0.75 62,746 47,060 
Grainger (TN) 0.25 22,706 5,677 
Cooke (TN) 0.25 35,571 8,893 
Wise (VA) 1 40,918 40,918 
Scott (VA) 1 22,781 22,731 
Washington (VA) 1 55,190 55,190 
Russell (VA) 1 28,445 28,445 
Lee (VA) 0.75 25,474 19,106 
Dickenson (VA) 0.75 15,690 11,768 
Buchanan (VA) 0.25 23,859 5,965 
Smyth (VA) 0.25 31,718 7,930 
Avery (NC) 0.75 17,635 13,226 
Mitchell (NC) 0.75 15,368 11,526 
Yancey (NC) 0.75 17,630 13,223 
Watauga (NC) 0.5 51,871 25,936 
Madison (NC) 0.5 20,742 10,371 
Ashe (NC) 0.25 27,097 6,774 

Total 1,023,132 842,477 

Bed Need 307 253 
Existing Beds 172 172 
Additional Need 135 81 
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Sall Kingsport (proposed) 
• 72 beds 

Senior Reflections (Wellmont Bristol 
Regional Medical Center) 
• 12 beds 

' IC.s%  
Ridgeview Pavilion 
• 28 beds 

Woodridge Hospital 
84 beds 

Magnolia Ridge 
19 beds (CD) 

* 
New Leaf Senior Care (Sycamore Shoals 
Hospital) 
- 12 beds 

"%Kona Regional Hospital 
• 16 beds 

A Clearview Psychiatric Center (Russell 
County Medical Center) 
• 20 beds 
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ImMedlate M 
--- — 

et (0-25 miles) Secondary Market (25-50 miles) 

Name of Facility 
Miles Type of Private / of Adult of Older or Child- 4 of CD 

City I County Away Facility Stale Beds Adult Beds Adolescent Beds Beds 

Bristol/ 1.7.8 : Med/SUM Private 9 12 0 Sullivan (TN) 0 
Bristal Raglangl Medical Conlerl ,  I 

— 
Senior Refleetiodi (Wellman(  

iBdstafiWashleglon Free ,
vate 28 Ridgeviele Pavilion 17.6 Pn 

TOTAL-AO 28 

Woodridge Psychiatric Hospital Johnson City I 
Washington (TN) 

Magnolia Ridge
Johnson City! 

 
Washington (TN) 

New Loaf Senior Care (Sycamore Platabelhttan / Carter 
Shoals Hospital) (TN) 

Takoma Regional Hospital
Greenville I Greene  
(TN) 

TOTAL - 131 

12 "----- 

14 12 0 

0 10 

0 0 

0 0 

'12 12 19 

25.2 

25.9 

31.3 

43.3 

(VA)  Standing_  

Free 
Standing 

Free 
Standing 

Med / Surg 

hied / Surg 

Private 58 

Private 0 

Pnvate 0 

Privele 

58 

Kingsport Competition 
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Market Research 
We have determined significant need for Geriatric, Adult and Child/Adolescent service lines. 
We have already met face-to-face with over 10 people to evaluate the psychiatric hospital 
demand. We will be meeting with over 15 additional stakeholders now that the CON 
Application has been filed. Below is the summary of who we met with and the Information 
they presented. 
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Market Information Source 
TennCare 
D Director of Behavioral Health Operations 

Tennessee Department of Children's Services 
D Regional Administrator, East TN 
➢ Clinical Psychologist 

Johnson City Police Department 
CIT Sargent 

Comments 
D There Is a need for additional IP mental health services in 

Eastern TN, especially in the area of children & adolescents 
➢ TennCare would be able to contract with you to provide 

services to adult members (21 —65) 

D We would love to have more beds here and would definitely 
support you 

D We would want to get a contract with you for custodial kids 
D We currently have 20 kids in care 
D If we can't get a kid into Woodridge we have to send them all 

the way to Knoxville 

D There is definitely a need for additional services in this area 
➢ MSHA has a monopoly. They push everyone out who hies to 

enter market and the ones that suffer is the community 
➢ Frontier's CSU Is more of a headache then an asset for us 
➢ My officers can't legal someone, only Frontier MAT can (title 33) 
➢ We average 35 mental health transports per month 
D Closest state facility is in Chattanooga 
➢ Lots of need for substance abuse services 
• SBH would have no problem staffing the place 
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Market Information Source 

NHC Healthcare (SNIF) 
Administrator 
Director of Nursing 

The Journey Center (outpatient therapy) 
▪ Therapist 

Frontier Health 
> Crisis Response Team 
> Senior VP of Operations 
> Senior VP of Specially Services 

Johnson City Schools 
> Director of Student Services 

Welmont Health System 
> Vice President 
• General Counsel 
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Market Research - Continued 

Comments 

> We have a hard time gelling patients placed in psych 
> We would utilize psych services more and not try lo manage in house if 

we had a good partner 
We get most of our patients from MSHA so I am reluctant to write a 
LOS but if they didn't get cranky I would write and essay 

> There is a great need for additional services, especially for youth 
> Woodridge only does walk-ins 8am-4pm M-F 
> My patients tell me that it Is very scary to walk into Woodridge 
Le Frontier is the only TennCare provider 
> All of SW Virginia comes to Kingsport for treatment and occasionally 

gels clients from Kentucky 
> Would be happy to write LOS 

We only have Woodridge to work with and sometimes we have to send 
patients all the way to Chattanooga, which is not what's best for them 
We have a contract to do all the psych evals in the ER's within 2 hours 

> They have a CSU and IP CD Program, so they are not an advocate 

'* We do not need someone to come in a replicate what Frontier is doing 
(she sits on Frontier's Board) 

> Frontier gets our kids from crisis to placement very fast 

> Welmont management has been trying to work out an internal solution" 
for psych 

• We would welcome a psych provider that could take people out of our 
emergency room but would be concerned about a provider who would 
not take indigent patients 
I doubt Welmont would oppose a new psych facility 
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Market Information Source 

Kingsport Police Department 
Operations Captain 

Wellington Place of Colonial Heights (SNIF) 
• Administrator 
• Director of Nursing 

King University - School of Nursing 
r Professor (Mental Health Courses) 
r• Clinical Rotation Coordinator 

King University - Counseling Center 
• Counseling Center Director 

Student Intern 

Kingsport City Schools 
• Assistant Superintendent 

City of Kingsport 
• Mayor 

Kingsport Economic Development 
Assistant City Manager 

Cognitive Behavioral Therapists of Tri-Cities 
3 Therapists 

Comments 

is•-- We are always glad to have another provider 
▪ We are very interested in exploring how we can wed: with your 

facility 

• We need more resources close to this community 
'r We have had no help with psych since everything closed 

Woodridge will not take our incontinent patients so vie are forced 
to send them all the way to Greenville 
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Market Research - Continued 

Market Information Source 

ETSU -School of Psychiativ 

• Psychiatric Residency Program 

GracePointe Cc unsialinn Gnntra 
- Owner 

The•ao': 

Comments 

Private Pi Bail ine 
Multiple Therapist.= 

EtzOPShavon trionz r ( .5SIIFt 
• Dinntstoi 

Ashbury Place at Kingsport ISSIIFt 

DireClot OF ltklising 
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Pro Forma Financials 

• Detailed Financials 
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Reimbursement 

• Per diem reimbursement estimates 

• 37% Commercial @ $650 PPD 
• 20% Medicare @ $750 PPD 
• 38% Medicaid @ $550 PPD 
• 5% True Indigent @ $0 PPD 
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• Build 55,000 square foot facility for $175 per foot. 

• Building sits on 9.7 acres with ability to treat 72 
patients. 

• Pro-forma assumes the following IP ADC 
— 20 Child / Adolescent 
— 15 Adults 
— 11 Geriatrics 

— 7 Chemical Dependency 

• Pro-forma assumes 1510P/Partial ADC 

• Staffing ratio's of 1-to-6 for Direct Care & Nursing staff 
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Kingsport 
BUILD YEAR 

MOWN 
2 3 4 5 6 7 8 9 10 11 12 annual 

13-0i-14 
00 00 00 0.0 0.0 00 0.0 00 00 D0 00 0.0 

IP&L Iron 

Gross Revenue 0 0 0 0 0 0 0 0 0 0 0 0 0 

Gross Patient Rev o 0 0 0 a o 0 0 0 0 0 

Revenue Deductions 0 0 0 0 0 0 0' 0 0 0 0 0 0 

Net PP Patient Revenue 
OP 

Mel Revenue 

0 
0 

o 
o 

o 
0 

0 
o 

0 
o 

0 
0 

0 
0 

o 
0 
0 

a 
0 
0 

0 
0 
0 

0 
0 

0 0 
0 0 

0 0 0 
 

o o 0 0 a o a 

Mel Revenue PPP) 

Operating Expenses 
Salaries 0 0 0 13,250 13.250 13,250 16.996 16.996 15,875 20,742 47.327 151,399 310.085 

Benefits 0 0 0 3,312 3.312 3,312 4.249 4,249 4.319 5,186 11.832 37,050 77.521 

Professional Fees 0 0 0 0 0 0 0 0 0 0 0 12,500 12.500 

Advertising 0 0 a 0 0 0 a 0 0 15,000 18050 15,000 45.000 

Purchased Services o a 0 0 0 0 0 0 0 0 0 0 0 

Recruitment 0 0 0 0 0 0 0 0 3,000 20,000 10,000 3 000 36,000 

Food& Supplies 0 0 0 0 0 0 0 a a a 0 25,000 25.000 

Travel 1.500 1,500 1.500 1,500 1,503 1.500 1000 1.500 5000 5.000 5.000 10,000 37,000 

Repairs 0 o 0 0 0 0 0 0 0 0 0 0 0 

Rental Expense 0 0 0 0 0 0 1.250 1,250 1,250 1,250 1,250 1.250 7.500 

Insurance 0 0 0 0 0 0 0 0 0 0 0 0 0 

UldRies a 0 0 0 0 0 500 500 505 500 500 500 3.000 

Bed Debi Expense 0 0 0 0 0 0 0 0 0 0 0 0 0 

Properly Taxes 0 0 0 0 0 0 0 0 0 0 0 0 0 

Oilier Expenses 0 0 o I 000 1.000 1 000 1.000 1,000 1.000 1.000 1,000 1,090 9,000 

Total Hospital Expenses 1,560 1.500 1,500 19.003 19,063 19.063 25.495 25.495 31,000 68,678 91.999 257,499 562.607 

Operating Expenses PPD itIDIV/01 TOIVID (*DIMS! 4015001 /DIN/0O 4011601 dtillagl 401W0i 001V101  ODIV/01 /DAUM 100//01 401V/01 

EBITDA (1,500) (1,500) (5.500) 119.003) (19.063) (19,053) (284951 (25.495) (31,041) (68.678) 191.9091 (257,499) (862607) 

Ann sunned 
Contribution NONMI frDIVrOi 11DIVI0I 5011/01 3D11/431  rtDIV/01 tODIVIO! IIDNIOi PDIV/O: 0DIV101 4011150 SDIVIOr  

Depreciation 0 0 0 0 0 0 0 0 0 0 0 

ADC 0.01 0.0 

31 20 31 30 31 30 31 31 30 31 30 31 365 Days in Peoria 
Admissions 0 

ALOS 12 12 12 12 12 12 12 12 12 12 12 12 12 

ADC 00 00 OD 00 0.0 00 00 00 00 0.0 0-0 00 00 

Patent Days 0 0 0 0 0 0 0 0 0 0 0 0 0 

Peer Mn 
Tenn Medicaid 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 

Medicare 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 51% 51% 

1
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Commercial 
Self Pay 
Other 1 
Other 2 
Other 3 

Gross Chews PPR 
Net Per Diary 

Tenn Medicaid 
Medicare 
Commercial 
Sell Pay 
Oth.er 1 
Other 2 
Other 3 

Gross RVvenee 
Net Revenue  

Tenn Medicaid 
Medicare 
Commercial 
Self Ray 
Other 1 
Other 2 
Other 3 

Total 

Cllnicel regular tours 
rate 

day -moo Tea& 
even 911.00 Teens 
night $12.00 Techs 

day $10.00 Techs 
511.00 Techs 

night 512.00 Techs 

day $1000 Techs 
Oven $11.00 Terns 
night $12.00 Techs 

addon 046.00 Clinical Orr 
935.00 Program Dir 

day 625.00 R NR/U.M. 
even 527 00 RN 'VON 
night 530.00 R.NR/U.A1 
day 518.00 L.V,N 
even $18:00 L V.N. 
night 016 00 L.V.N. 
day 025.00 Therapist 
day $2500 Therapist 
day $2500 Therapist 
dayleven $25.00 Therapist 
day/even $25.00 Therapist 
day $18.00 RT 
day $1800 
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0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 35% 38% 

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 11% 11% 

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 

100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 0% 

0 0 0 0 0 0 0 0 0 0 0 1578 1.578 

0 0 0 0 0 0 0 0 0 0 0 550 550 

0 0 0 0 0 0 0 0 0 0 0 750 750 

0 0 0 0 0 0 0 0 0 0 0 050 650 

0 0 0 0 0 0 0 0 0 0 0 2 2 

0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

I ADC I I co I 0.0 00 00 00 7 00 I o0 1 00 1 00 

RR/Tech R N (Tech RN /Tea RNOuch R N e. ec N oh R NJTech R.Nflech R.N./Tech R N /Tech RN/Tech 

Fs Stern 
1.e Acute 2,474 

14 Acute 2,721 

1 4 Acute 2.909 

14 Acute 2,474 

14 Acute 2.721 

1A Acute 2,969 

0.0 Acute 0 0 0 0 0 0 0 0 0 0 

0.0 Acute 0 0 0 0 0 0 0 0 0 0 

0.0 Acute 0 0 0 0 0 0 0 0 0 0 

Acute 
I0 Acute 7,695 7.952 

10 6.185 

1.4 Acute 6.185 

14 Acute 6.679 

1 4 Acute 7,421 

0.0 Acute 0 0 0 0 0 0 0 0 0 0 0 0 

0.0 Acute 0 0 0 0 0 0 0 0 0 0 0 0 

00 Acute 0 0 0 0 0 
1.0 Acute 4.418 

00 Acute 0 0 0 0 0 0 0 D 0 0 0 0 

0.0 Acute 0 0 0 0 0 0 0 D 0 0 

0.0 Acute 0 0 0 0 0 0 0 0 0 
00 Acute 0 
1.0 Acute 3.181 
00 Acute 0 0 0 0 0 0 0 0 0 0 0 0 
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day 50.06 Teachers 00 Acute 0 0 0 0 0 0 o 
0 

 0 0 0 0 

day $000 Teachers 0.0 Acute 0 0 0 0 0 0 0 0 0 0 

day 50.00 Teachers 0.0 Acute 0 0 0 

Totals 16.8 0 0 0 0 0 0 0 0 0 0 7.695 56,346 

PTO's 600% 0 0 0 0 0 0 0 0 0 0 462 3.501 

0.0 0.0 00 0.0 00 0.0 0.0 0.0 0.0 00 0.0 0_0 

FTE's worked 00 GO 00 00 0.0 0.0 00 00 0.0 0.0 1.0 15.6 

EIS's 

EPOB ADIVIOE 001VM 

km-0mo 
rate 

day $72.12 Adrien 10 12.500 12.500 12,500 12.500 12.500 12.500 12,500 12500 12,743 

day 520.00 Mean Sec 1.0 3,534 3.534 3.420 3.534 3,420 3,534 

day $3000 BOM 
day 517.50 BO Cleo 

1.0 
1,0 

5.301 

day 525.00 med rec supr 10 4.418 

day 524 00 Marketing 20 0206 8.492 

day 510 00 ReCept 7.8 4,946 

day 540.00 Nurse Admin 1,0 5.040 7,068 

day 512.00 Dietary 4.0 6,402 

day $30.00 Utilization Rev 
day $2400 Admissions 

10 
3.0 

5,301 

50.00 0 0 0 0 0 0 0 0 0 0 0 0 

day 820.00 HR I 0 3,534 3 420 3,534 

day 530.00 0,4742ctr 1.0 5.301 

day 515.00 Metal 1.0 2.565 2.651 

21.6 0 0 0 12,500 12,500 12,500 16,034 16,034 15,920 19.568 36.953 64,463 
2FTES 2FTES 

PTO's 600% 0 0 0 750 750 750 962 962 955 1 170 2,217 5,069 
FTE's worked 00 0.0 0.0 1.0 10 10 20 2.0 2.0 30 7.0 20.8 

Total FTE's paid gorvoo! /1010/5! I/DIV/01 eDIV/01 0DIV/01  11DIWO! ,10111/01 8.5 38.6 

Total FTE's worked 0.0 00 00 10 10 1.0 20 2.0 2.0 30 60 364 

Total EEPOB paid tiVALUE eVALUE INALUE 143110701  tIDIVIO! lorvooP 800/01  8011.00 4011001 t/D1400! ADIVIO! 11011/10! 
Total 1101100,  110141/0,  41310/0! 4DIVIO,  601V/0! 1011001 POMO! gOIVIOl IMMO,  EEPOB wooed 

Hourly rale paid PVALUE tNALUEl VALUE! 11010101 *DIV/M 411115110: ADM°,  13011/101 2121VO /71515//01 $3264 $2221 

I ACC j I 00 I 0.0 I 00 I 00 I  0.0 1 0.0 00 0.0 00 00 oa o0 

[Employee Benefits 
include Workers Corny 25.0% 0 0 0 3.312 3.312 3,312 4.249 4 249 4,219 5. 

[Professional Fees 

H EL PO Per Admit 1 0 0 0 0 0 0 0 0 0 0 5 0 
0 0 0 0 0 0 0 0 0 0 0 0 

00 All Inctusims 0 0 
$0 RTC rounds 0 0 

Medical OFr. 50.00 pm AOC 12,500 
Total Prof Fees 0 0 0 0 0 0 0 0 0 0 0 12 500 

.Adeere sing/Media 15.000 15,000 15 000 

Purchased Services 
Lad 57.00 POD 0 0 0 0 0 0 0 0 0 0 0 0 
RJR, x-Rays, EKG etc.. $4 25 FPO 0 0 0 0 0 0 0 0 0 0 0 0 
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Linen ST GO PPD 0 0 0 0 0 0 0 0 0 0 0 0 
Houskeeping 30.00 PRO 0 0 0 0 0 0 0 0 0 0 0 0 
Transcriptcon 
Dielary 535.00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 
Grounds 
Dietician 
Legal 
Auelll 
PhD 
ADP/AccouMng Fees 
Other 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 

3000 20200 10,000 3 000 "Recnatment 

ADC 1 0.0 0.0 0.0 1—  Go 0.0 I 0.010010.010010010.01 
'Food and Supplies $ 

General supplies 012.00 PP13 a 0 0 0 0 0 0 0 0 0 0 25,000 
• Food 00.00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 
Pharmaceullcals 520.00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 
Linen 20.00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 

-Other 00 00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 
Total 0 0 0 0 0 0 0 0 0 0 0 25.000 

1,500 1,500 1,500 1.00 1.500 1 500 1 500 1 500 5.000 5.000 5.000 10,000 LTraYel I 

& Building 22.00 FPO 0 0 0 0 0 0 0 0 0 0 0 'Repairs Van 

0 0 0 0 0 0 1.000 1.000 1.000 1,000 1.000 1.000 
'Rent / Lease 

- Buildings SO a year 
- Equipment Copiers & Fax 0 0 0 0 0 0 250 250 250 250 250 250 
Total 0 0 0 0 0 0 1250 1 250 1.250 1,250 1.250 1.250 

noura Cie 
-Prof. Liab $14.00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 
aolo/ButldingstGeneral 0 0 0 0 0 0 0 0 0 0 0 0 
Total 0 0 0 0 0 0 0 0 0 0 0 0 

& Mobile phones 500 500 500 500 500 500 1130 RIOS 'includes Gus-Vans 

3.0% % GI3 0 0 0 0 0 0 0 0 0 0 0 0 'Bad Debt 

Van & Equipment 'properly Taxes 

Other Expenses 
-Patient Awards $11.00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 
•FteLd Trips $0.00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 
Clothing S0.00 PPD 0 0 0 0 0 0 0 0 0 0 0 0 
-Other $0 00 PPD 0 0 0 1 000 1.000 1.000 1,000 1.000 1000 1,000 1.000 1.000 
Dues 
Total 0 0 0 1000 1,000000 1,0001000 1000 1,000 1 000 1,000 1000 
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FANG 39 64 116 16.0 104 I 24.0 27.1 310 34.0 34.8 36.0 301 

!Clinical regular hours R.N./Tech R Nriecti R.N.fith R.N.Nech R NJTecn F7N./Tech R N./TOC11 R N./Tech R.N/Tech RN MO RN/Tech R.N./Tech 

rale FTEN StStgin 
day $1000 Tens 14 Acute 2.474 2,234 2,474 2.394 2,474 2.394 2.474 2414 2.304 . 2,474 

even $11.00 1e50, 1.4 Acute 2,721 2,450 2,721 2,633 2.721 2,633 2.721 2.721 2.633 2,721 2,633 2,721 

NOT 51200 Techs 19 Acute 2,969 2,681 2.969 2.873 2.069 2.873 2,969 2.969 2.873 2,959 2,873 2.969 

Acute 
Say $10.00 Techs 1.4 Acute 2.474 2,394 2,474 2,394 2474 2,474 2,394 2,474 2.394 2,474 

even 011.00 Techs 1.4 Acute 2.721 2.633 2,721 2.633 2,721 2,721 2.633 2,721 2.633 2,721 

night 012 00 Teaks 1 4 Acute 2900 2,873 2969 2.873 2,969 2,960 28Th 2.969 2.673 2969 

Acute 

day 510.00 Iectis 1.4 Acute 2.474 2,394 2.474 7,394 2.474 2,474 2,399 2.474 2.394 2.474 

4404 51100 Techs 1.4 Acute 2,721 2,023 2.721 2.633 2,721 2,721 2.673 2.721 2,633 2,721 

moot 512.00 Tethe 1.4 Acute 2.9E9 2.673 2,969 2.873 2,969 2.969 2.873 2,969 2.873 2,969 

open 211C1 wing 

day 
even 

$10.00 
511 00 

Tech, 
Techs 

19 
14 

Acute 
Acute 

2.474 
2.721 

2.474 
2721 

2,394 
2,633 

2.474 
2,721 

2.394 
2,633 

2,474 
2.721 

night $12.00 TeNN t9 Acute 2.969 2.969 2,073 2.969 2.873 2,000 

addon 545.00 CliruCol Dir 1.0 Acute 7.952 1,182 7.952 7.695 7,052 7.095 7.952 7.952 7,695 7.952 7,695 7,952 

535.00 Program Dir 1,0 Acute 6.100 5,586 6.165 0,960 6.785 5.965 6.105 6.185 5,906 6,165 5,905 6.185 

day 025.00 R.N.WIJ M 1,4 Acute 6.185 5.066 6.185 0.085 6.185 5985 6,185 6,165 5.905 8105 5,985 6,185 

Peel. 527.00 RN NIU.M. 1.0 ACLU 0.079 8.033 6,679 6464 6,679 6,464 6,879 0.679 6,464 8,679 6,469 0,679 

NV 03000 R.NaN M. I4 Acute 7,421 6.703 7,421 7.182 7,421 7.102 7.421 7,421 7.102 7,421 7,102 7.421 

day 1.4 Acute 0.185 5,985 6,185 5.905 6,185 6185 5960 6.165 5.085 8.185 

4444 527.00 R.N'sr3 M 19 Acute 6,679 6.464 6,679 6,404 6,670 6,679 6.464 5,679 6.464 6,679 

n.901 Acute 7.021 7.187 7,421 7.182 7.421 7.421 7.182 7,421 7,182 7,421 

day 19 Acute 5,085 6,105 6.105 5,900 6.100 5.006 6,185 

even 5270D fi N 'eft/ M 14 Acuce 6.464 6,679 6,679 6,404 8.679 6,464 6,679 

night S3000 R.N 1.9 Acute 7.182 7.421 7,421 7162 7,421 7.107 7,421 

day 618 00 L V N I 4 Acute 4,309 1,153 4,309 4,453 

Beer) 510 00 L V N 1.4 Acute 4.309 4,453 4,309 4453 

night 618 00 I_ V N 19 Acute 4.309 4.453 4,309 4.453 
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P-0275 

Other 3 
Geelee Charge, PPQ 
Net Pee pOrn 

Tenn medicaid 
Medicare 
Commerctal 
Sell Pay 
Other 1 
Other 2 
Other 3 

Gross Revenue 
Net Revenue 

Tenn Medicaid 
Medicare 
Commercial 
se Pay 
Other 1 
01her 2 
Other 3 

Total 

2% 2% 2% 270 2% 2% 2% 2% 2% 2% 

1.578 1.570 1576 1,578 1578 1.578 1,578 1.578 1.578 1,578 1,578 1.575 1.578 

550 550 550 520 550 sso 550 550 550 550 550 550 550 

750 750 750 750 750 750 750 750 750 750 750 750 750 

650 650 800 650 050 65D 650 650 650 650 650 650 650 

0 0 0 0 0 0 0 0 0 o o 0 o 

0 0 0 0 0 0 0 0 0 0 0 0 0 

600 000 000 600 600 600 600 600 600 600 600 600 600 

189,360 284,040 500,005 757.440 946.600 1.136.160 1.325,520 1914.860 1,609.560 1,704,240 1.790.920 1.893900 13.728.800 

25080 37.620 75.200 10,320 125.400 150,400 175..50 200,640 213.180 225.720 233,260 250,000 1.518,300 

10,000 27,000 54,000 72.000 90,000 108.010 126.000 144.000 153.000 162.720 171.000 180.000 1.305,000 

27.300 40,950 81,950 109,200 136.500 163,800 791,100 218,400 727,000 245.700 209,350 273,000 1.070,200 

6 9 18 74 30 36 42 40 51 54 57 6o 435 

0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

1,440 7.160 4 320 5,760 7 200 0.640 10.080 11,520 12,240 12.660 13.600 /4.400 104,400 

71 826 107.739 215.470 267,304 359,970 430,956 502.782 574.608 610,521 546,434 087.347 715 260 5207,385 
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2]55 3.232 5,454 0,765 11.074 13.370 15.003 17,88 19,210 20,473 21.550 22 628 Bad Debt 3.0% oh eat revenue 

5.000 5 000 5 000 5 000 5 000 SDOO 5 000 5.000 5,000 5.000 [Property Tacos 19011cOng, Van P. equipment 

OTher Expenses 
FBIIeel AWard5 S1 00 POD 120 100 360 480 600 770 540 960 1.020 1.090 1.140 1200 
-held TVS 50 00 POD 0 0 

 
0 0 0 0 0 0 0 0 0 

Clothing 00.00 POD 0 0 0 0 0 0 0 0 0 0 
-Other 00.00 POD 1,000 1.000 1.000 1,000 0  1.000 1.000 1.000 1,000 1.000 1.000 0  1.000 
Dues 
Total 
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13-061-14 

1P SL 

Gross Revenue 

Gross Patient Rev 
Revenue DeductlOns 

Net lIP Patient Revenue 
OP 

Net Revenue 
Net Revenue PM 

%paroling Expenses 
Salaries 
Bane Me 
ProleSsional ?pee 
Advertsing 
MUriChaMid Servicos 
fl eptuitrnent 
Foal& SuPPIle1 
Trave 
Repel  
Rental EYpOI,Se 
Insuranco 
1161,66s 
Bad Del% Expense 
Property Taxes 
Other Expenses 

Total Hospital.Expenses 
Operating Expenses PPD 

Mint. 
Annuahzed 
Cororibution 

YEAR 2 
Kingsport Proforma MONTH 

6 15 11 12 annual 

AOC 30 403 40.6 40.0 445 409 40.4 50.3 1 51.2 52.2 52.8 523 46.8 i 
Month 

1693.900 1.779,984 1.980280 2082.960 2.177.640 2.291,256 2,387,000 2.461.000 2.423.808 2.401.680 2.499.552 2.558.360 26,903.000 

1.8.93.540 1.779,984 1.968,293 2082 930 2.177643 2.291,256 2,357.000 2.451.000 2,422,108 2,461,600 2.499,592 2.556360 28.933,800 
1.175 340 1.104.820 1,234 107 1.292 874 1351641 1422161 I 469 175 1527,942 1,504.4351527942 1.551.449 1580,709 16.748.505 

718.289 679.160 754 173 790 086 025.999 009,095 097.825 933.728 919,373 033,730 948.103 989.651 10.235.206 
26,000 40 000 42.030 42.000 45.000 45.000 45 000 45.010 45.000 45,000 45.000 45,000 520,000 

754.200 /15,164 790,173 832.080 870,999 910.095 842.825 970.736 964,373 070.738 993.103 1.014.851 15.755,205 
029 634 632 630 031 630 629 627 628 027 627 626 629 

344,376 311.050 349.059 359 876 371,872 380,665 402.028 452.020 369.055 402.020 389.059 402.028 1.503.149 
66.094 77,762 87.265 59,400 92.968 95,171 100.597 100.507 97.265 100.597 97.265 100507 1,175,767 
12590 12,500 12500 12,500 12 500 12,500 12,500 12,500 12,500 12,500 12.500 12.500 100.000 
10.003 10.000 19,000 10 000 19.500 19.000 10.000 10.000 10.000 10.000 10.000 10000 120.000 
43,542 36,178 40,655 41925 43.200 44,730 47,750 48.525 50,102 50.692 51202 51.967 550.542 
3.005 3.000 3.000 3000 3,000 3.000 3000 190.0 3.009 3.000 3.000 3.000 MOM 

55.200 51.004 57,960 80.720 63.480 06.792 69.005 71.760 70650 71.760 72,864 74,520 786,600 
7,500 7.500 7.500 7500 7.550 7,500 7.500 7,505 ZStI 7500 7,500 7.500 90.000 
2.450 2,256 2.520 2.640 2.760 2.904 3.000 3.120 3.072 3120 3.168 3,240 34.200 
2000 2.000 2,097 2000 2,000 2,000 2.000 2.000 2.960 2000 2000 2000 24.000 
4.000 4.000 4.000 4.000 4000 4.000 4.000 4.000 4.000 4,000 4.900 4,000 48.000 

13550 9.000 10,000 11.000 12.000 13.000 13,550 13.550 13,550 13.509 13.550 13.550 149,850 
22.028 71.459 23,885 20.163 26,130 27.423 78.285 00.342 28.931 29.362 29.793 30.440 322.056 
5.000 9.000 5.000 5.000 5.060 5.003 5.000 0,000 5.000 5.000 5.000 5.000 60.000 
2200 2.128 2.260 2 320 2.380 2.452 2,500 2.560 2,536 2.560 2.564 2.620 29.100 

613,490 855,717 017 590 637,413 658.70 977.157 710.620 715912 699.251 717.579 703.065 72%871 8.029.834 
511 493 490 483 477 466 474 459 455 060 444 446 470 

140.770 159.447 174.574 184.673 212209 236.937 232,205 262.026 265.172 261.159 789.618 251.700 2.725.321 
1.635.241 1.913.360 2,142,040 2,336 075 2.546.504 2.043259 2.786.485 3.153.012 3.181,463 3.133912 3.475.420 3501.399 

19% 22% 2282 23% 24% 26% 25% 27% 27% 27% 29% 29% 
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ADO 384 403 400  445 43.41 4941 1.2 503' 5281 523 noel 
MC 
Days in Period 31 26 31 30 31 30 31 31 30 31 30 31 365 
Admissions 100 94 105 110 115 121 125 130 126 139 132 135 1405 
AIDS 17 12 12 11 12 12 12 12 12 12 12 12 12 
ADC 357 40.3 40.6 44.0 445 48.4 484 503 512 50.3 52.0 523 46.8 
Paden% EMS 1200 1.175 1,260 1,320 1,360 1 452 1,500 1,560 1.930 1.560 1 384 1.620 17.100 

Masol Mix 
Tenn Medicaid 39% 38% 3.9% 33% 38% 38% 38% 30% 38% 3910 38% 38% 30% 
Medicare 20% 20% 20% 25% 20% 20% 20% 20% 20% 20% 20% 20% 
Cmmmai 3556 35% 35% 35% 35% 35% 35% 35% 35% 35% 35% 35% 35% 

ray 5% 5% 5% 5% 5% 5% 5% 5% 5% 5% 8% 5% 5% 
Other 1 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 
Other 2 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 
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700 40.3 406 490 445 464 49.4 50.3 51.2 50.3 52.8 523 
Leal  000  hours R N.fTech R.N.frech R.Nticch R.N./tech R.N.ffech R.N.Itech RNTrull RN/Tech RN/Te0 R NiTech RN/Tech RNflech 

FTEs 5101fina 
day $10.00 Techs 56 Acute 9.895 8,930 9,895 0.576 9.095 9.576 9.695 9,895 9.576 9.895 9.576 9,895 
oven E1102 Techs 56 Acute 10.860 9,531 10.085 10.534 10,865 10.534 10,585 10,045 10,530 10,045 10.534 10,085 
night $12.00 Techs 5,0 Acute 11,874 10.725 11.874 11.491 11.874 11.491 11070 11.874 11,491 11.574 11.491 11.674 

Acute 
day $1000 Teas 2.6 Acute 4,948 4,459 0,948 4,789. 4,040 4.788 4.9413 4.045 4.78.0 4940 4.789 4.940 
even 511.00 Techs 2.5 Acute 5.442 4,915 5.442 5.267 5.02 5.267 5.442 5.442 5,267 5,442 5267 5.442 
n101 512.00 Techs 20 Acute 5.937 5353 5,937 5.745 5.937 5.740 5.937 5.537 5.746 5.937 5.746 5.937 

Acule 
Clay 41003 Techs 14 Acute 2,394 2.474 1390 2.474 2474 2394 2474 2394 2474 
Wien $1100 Tedle 1.9 Acute 2,633 2.721 2,033 2.721 2.721 2,633 2.721 2,633 2,721 
night 012.00 Tech: 7.4 Acute 28]3 1969 2.073 2,909 2.969 2,873 2.969 2.573 2,969 

day 510 00 TenSe 1 4 Acule 2.474 2,474 2394 2.474 2.394 2474 
even 
nIght 

511 00 Tech, 
012.00 lecits 

it 
14 

Acute 
Acute 

2.721 
2.969 

2.721 
2969 

2,633 
2,873 

2.721 
2,959 

2633 
2.873 

2,721 
2969 

Aden 045 00 Clinical D1r 10 Acute 7.952 7.182 7.952 7.695 7.952 7,695 7,052 7,952 7,695 7,952 7.695 7.952 
535.00 Program DIr 20 Acute 12,369 11,172 12.360 11.975 11369 11.970 12,369 12.369 11,970 12.369 11,970 12.369 

day 52500 NN1rJU.M. 42 Acute 18.554 16,750 18,554 17.955 10.554 17.955 10.554 10.654 17 955 18.554 17.955 15,554 
even Mule 20.038 16,099 20,038 19.391 20.038 19,391 20,038 20,038 19,391 20.038 19 391 20,030 
p01,1 83500 RN's/UM Mule 22,264 20.110 22.264 21 546 22,264 21,545 22.264 22,264 21,546 22.264 21.546 22,264 

day t 4 ACUle 6,185 5,556 6.155 5 905 5.165 5.985 6.185 6,105 5,985 6,105 5.985 6.185 
527.00 RN:01.M 7.4 Acute 6.579 6.033 0,679 6.454 5,679 9.464 0,679 6.679 6.464 6,679 6.464 6.579 

night $330.00 R N 's/U M. 1.4 Acute 7.421 8,703 7,421 7.182 7,421 7.182 7.421 7,421 7.182 7421 7,162 7,421 

Gay 525 00 R N 14 AWES 5.905 0,105 6.105 5.985 5,185 5,985 6.05 
even 
night 

527 00 R N 'WU M, 
9000 R.N 's/UM 

1.4 
14 

Acute 
Acute 

6.464 
7.182 

4,070 
7,421 

6.677 
7.421 

6,464 
7.162 

6,679 
7.424 

5.464 
7.182 

6.579 
7,421 

day $1000 L V.N 14 A01.0 4,453 4.022 4453 4,309 4.453 4,309 4.953 4,453 4,309 4.453 4.309 4.453 
eye„ $1800 l.V.N I.4 Acute 4453 9022 4453 4.309 4,453 4,309 4.453 4,453 4.309 4.453 4.309 4.453 
1151/I 018.00 0MN. 14 Acute 4,953 4,022 0,053 4,309 4,453 4.309 4,453 4.453 4,309 0.053 4.309 4.453 
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Other, 2% 2% 2% 2% 2% 2% 2% 2% 2% 2% 2% 2% 2% 
Gross Champs PPO 1.8.70 1,578 1,578 1,570 1,578 1.578 1,5£0 1,578 1.670 1.5713 1.578 1.578 1,578 
Nei Per Diem 

550 550 550 550 550 552 550 550 550 550 550 550 550 Tenn Medico zd 
Medicare 750 750 750 759 750 750 750 750 750 750 750 /50 750 
Commercial 850 650 550 650 650 650 650 650 650 050 650 650 650 
Self Pay 1 1 1 
Other 1 0 D 0 0 0 0 0 0 0 0 5 0 
Other 2 0 0 0 0 0 0 0 0 0 0 0 0 0 

Other 3 COO 000 600 500 000 600 600 600 600 600 SOO 600 000 
Greer. Reveec 1,893600 1.770,984 1909,200 1082,900 2,177.640 2.291.256 1367.000 2,451,680 2.423.004 2.461.600 2,499552 2.556.360 26.993.800 
Not Rovgnue 

250.80 235.752 263,340 275,880 285,420 302.468 312.505 3213,040 321.024 326.040 331.056 338.560 3,513900 Tenn Medicad 
Medmare 180.000 169.200 189,000 198,000 207,000 217.000 225.000 234,000 230.400 234.000 237,600 243,000 2.555,000 
Commercial 273,000 256.620 206650 300,300 313.950 330.330 341255 351,900 349.440 354,900 360,360 368.550 3.1390,250 
Self Pay 60 56 53 66 69 73 75 78 77 78 79 81 055 
Other I 0 0 0 0 0 0 0 00 0 00 0 
Other2 0 0 0 0 0 0 0 0 0 0 0 0 0 
Other 3 14,400 13.536 15,120 15.840 16,560 17.424 18..000 18.720 18.432 18,729 19.008 19,440 205,200 

0001 718.260 675 160 754.173 790.086 825.999 869,095 697.825 933.735 919.373 933]30 048,103 969.651 10.235,205 
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Cedar (14) Laurel (16) i . Poplar.(26) Spruce:(14) Willow (12) 

Census 

73 lm Ao 
Blocked Rooms 

lal to —0 

Beds Available 
—9- -EY fe 4 

H
i
g
h
l
y
 
C
o
n
f
i
d
e
n
t
i
a
l
  

Name of Patient Waiting Location MIS Age LOS Since Consult- Potential 'Unit Comments: 

(Admitted/Unit) 

_Er 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
1
8
0
3



4
 0
 
1
  0
0
 T

R
  
P
  
N
I
K
-
H
B
  

E
9
r
0
O
-
V
H
SW
 

PATIENT FLOW SHEET 

CENSUS:  9 DATE: 081  as I 24ty 

TIME:  0173n 

Cedar ( 4) Laurel (16) I Poplar.(26) Spruce:(14) Willow (12) 

Census 

13 Is Zo 1 2 I I 17, 
 

Blocked Rooms 

-e 
LaSS 

I - fia-trt 
Beds Available 

I 
I te I ; 

Name of Patient Waiting Location I M/F Age I LOS Since Consult- Potential Unit Comments: 

(Admitted/Unit) 

I
P
T
q
u
e
P
T
;
u
0
3
 A
T

LI
O
T
H
 

tl 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
1
8
0
4



PATIENT FLOW SHEET 

CENSUS: 75- DATE: S'-'1%; 3/4  

TIME: co 

T
eT

q
u

eP
T
;

u
0
0
 A

T
LI

b
T

11
 

Census 

Blocked Rooms 

Beds Available 

Lune of Patient Wailing °cation I Iv.UF Age ' LOS Since Consult-.  -Potential Unit Comments:. 

(Admitted/Unit) 

fi
9
b
q
0
0
—
V
H
S
W
  

S
O

 1
  0
0
 T
R

  
P
  
N
I
K
-
H
B
  

Lure]. (16) Poplar. (26) .Spruce:(14) Willow (12) Cedar (14) 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
1
8
0
5



PATIENT FLOW,  SHEET 

CENSUSY,), 

Cedar (14) Laurel. (16) Poplar. (26) 

Cantos 

Blocked Rooms 

Beds Available 

DA lui:  /a-5k cf 
TIME:  ?in 3--\,  

.Spruce:(14) Willow (12) 

I
P
T
4
11
0
P
T
;
u
0
3
 A
T

LI
O
T
H
 

F -7-1Thc\-
4cil\c  

CPC 

la-13 I 
65 Mb 

ocation IF , Age I LOS Since Consult-Potentiallin Comments: 

(Admitted/Unit) 

01 hp; )350 
/Y\  ,)t) 4._Lr  Ici. )5a 

1 Waq itk 9:344  

F /3 a_ it( ?IA ),329t--L 

Name of Patient Waiting 

1
 

T
R
  
P
  
N
I
K
-
H
B
  

S
9
b'
T
0O
—
V
H
S
N
 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
1
8
0
6



7
0
 8
1
 0
0
  
T
R
O
P
S
G
N
I
K
-
H
B
 

to 
CD 

 
0 
tJ 

rn 
rn 

PATIENT FLOW SI-IFET 

CENSUS: 78 DATE: 8/26/14 
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PATIENT FLOW SHEET 

DA : 10/01/14 

TIME 0730 

Cedar (14) Lame (16) Poplar (26) Spruce (14) Willow ( 2) 
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PATIENT FLOW SHEET 

CENSUS: 70 DATE: 10/2/14  

TIME 0730 
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PATIENT FLOW SHEET 

DATE: 10/7/14 

TIME 0730 

Ced ( 4) Laurel (16) Poplar (26) Spruce (14) Willow ( 2) 
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DATE: 10/8/14  
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PATIENT FLOW SHEET 
CENSUS: 79 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 26 14 10 

Blocked Rooms 0 0 0 0 313b 

Beds Available 0 0 0 0 lm 
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LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

HVMC ED F 72 15 hrs Spruce 

Laughlin M 63 9 hrs Spruce/Laurel 
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DATE: 10/14/14 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 15 26 14 9 
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NInne ofPatient Waiting Location MIF Age LOS.Since Consult Potential Unit Comments: 
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PATIENT FLOW SHEET 

DATE: 10/16/14 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow(12) 
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clP (cost reimbursement grant contract with an individual, business, non-profit, or governmental 
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Begin Date 

April 1, 2012 

End Date 

June 30, 2014 

Agency Tracking # 

33901-55512 

Edison ID 

Contractor Legal Entity Name 

Mountain States Health Alliance 

Edison Vendor ID 

91946 

Subrecipleni or Vendor 

0 SubrecIplent Vendor 

CF0A.ft 

Service Caption (one line only) 

Inpatient Psychiatric Services 

Funding 

FY 

— 

1 State Federal Interdepartmental Other TOTAL Contract Amount 

2012 $629,180.00 $632,060.00 

2013 $2,528,240.00 $2,528,240.00 

2014 $2,520,240.00 $2,528.240.00 

TOTAL: $5,688,540,00 $5,688,540,00 

American Recovery and Reinvestment Act (ARRA) Funding: ❑ YES a NO 

OwnershipiControl 

113.  African American 0 Asian ❑ Hispanic R Native American 0 Female 

0 Person w/Disability 0.  Small Business 1 Government NOT Minority/Disadvantaged 

0 Other: 

Selection Method & Process Summary 

Alternative Competitive Method 
..... .. 

0 Non-Competitive Negotiation 

Eg Other 

(mark the correct response to confirm the associated summary) 

The predefined, ccmpolliive, impartial, procurement process was completed in 
accordance with the associated, approved procedures and evaluation criteria. 

The nawcampelitive contractor selection was completed as approved, and the 
procurement process Included a negotiation of best possible terms & price. 

The contractor selection was directed by law, court order, settlement 
agreement, or resulted from the slate making the same agreement with a 
Interested parties or ail parties In a predetermined -class." 

Budget Officer Confirmation: 'Fliers Is a balance in the 
appropriation from which obligations hereunder are 
required to be paid that is not already encumbered to pay 
other obligations. 

OCR USE - GR 

Speed Chart (optional) 1 Account Code (optional) 
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GRANT CONTRACT 
BETWEEN THE STATE OF TENNESSEE, 

DEPARTMENT OF MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES 
AND 

MOUNTAIN STATES HEALTH ALLIANCE 

This Grant Contract, by and between the State of Tennessee, Department of Mental Health and 
Substance Abuse Services, hereinafter referred to as the "State" and Mountain Slates Health Alliance, 
hereinafter referred to as the "Grantee," Is for the provision of Inpatient Psychiatric Services, as higher 
defined in the "SCOPE OF SERVICES." 

The Grantee Is a Non-Profit Corporation. 
Grantee Place of Incorporation or Organization: Tennessee 
Grantee Edison Vendor ID # 91846 

A. SCOPE OF SERVICES: 

. The Grantee shall provide all service and deliverables as required, described, and detailed herein 
and shall meet all service and delivery timelines as specified by this Grant Contract. 

A.2. Service Dentitions: 

a. Inpatient Psychiatric Services shall include: assessment; treatment planning; active 
treatment; and discharge planning, but shall not include partial hospitalization. 

b. An uninsured individual, for purposes of this Grant Contract, shall be an individual who: 

(1) Does no have an identified third party health benefits payer source (i.e., 
Tennessee's Medicaid program, TennCare; Medicare; or any Private Insurance); 
Or 

(2) Has Insurance, but the insurance does not cover Inpatient Psychiatric Services 
as described herein; or 

(3) Has insurance but has exhausted the benefits for Inpatient Psychiatric Services 
as described herein; or 

(4) Does not have any other financial means to pay for Inpatient Psychiatric Services 
as described herein. 

c. "Patient Day" is calculated using the midnight-to-midnight method. The day of admission 
Is considered a full day regardless of the time of admission; the day of discharge Is not an 
authorized day and shall not be reimbursed. 

The terms "Referred' and "Referrals, for purposes of this Grant Contract, mean a request 
made to the Grantee by a State-designated crisis service provider seeking Inpatient 
Psychiatric Services as described herein. Such requests can be made via telephone, 
tele-health, or in -person. 

A.3. Provision of Services. The Grantee shall provide Inpatient psychiatric services, at its Woodridge 
Hospital facility, as follows: 

a. Inpatient psychiatric services shall be provided to uninsured adult individuals, and a small 
number of uninsured Juvenile Individuals as noted in Section A.5.a., in Tennessee who 
have been referred to the Grantee by a State-designated crisis service provider and 
admitted in accordance with the provisions of Tennessee Code Annotated (TCA) Tills 33, 
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Chapter 6. Proof that a State-designated crisis service provider was an active participant 
In the determination for inpatient psychiatric hospitalization shall be submitted to the 
State, In a format and template prescribed by the State, along with other supporting 
documentation and the invoice as described in Section C.S. 

b. The Grantee shall conduct due diligence and make reasonable efforts to avoid refusing to 
consider or admit an uninsured adult individual solely on the basis of acuity level or 
treatment history. In the event that the Grantee Is unable to admit an uninsured adult 
individual determined to need inpatient psychiatric hospitalization alter en on-she 
assessment by the Grantee, the Grantee shall contact the other State-contracted private 
inpatient psychiatric hospitals providing inpatient psychiatric services as described herein 
to determine if they would consider the uninsured adult Individual prior to referring the 
uninsured adult individual on to one of the State's Regional Mental Health institutes 
(FIMHis). 

c. After exhausting all other options, If a referral to ono of the State's RMHIs is being 
considered, the Grantee shall follow State-specified procedures to refer the uninsured 
adult individual to one of the State's RMHIs. 

d. If at any point during the inpatient psychiatric hospitalization of an uninsured adult 
Individual, a transfer to one of the State's RMHIs is being considered, the Grantee shall 
follow State-specified procedures to request the transfer of the uninsured adult Individual 
to one of the State's RMHIs. 

A.4. Documentation and Reportino. The Grantee shall create and maintain all appropriate 
documentation related to the provision of inpatient psychiatric services, including but not limited to 
a patient medical record and other documentation described herein. The Grantee shall submit 
the following reports as Indicated. It is expressly understood and agreed the obligations set forth 
in this section shall survive the termination of this Grant Contract as specifically indicated herein. 

a. A Monthly Report on Uninsured Individuals Served. The Grantee shall submit, in a 
format and template specified by the State, a monthly report containing Information about 
any uninsured individuals served under this Grant Contract, The report is due by the 
fifteenth (15th) of the following month for the preceding month. Information to bo 
collected and reported includes, but Is not limited to: 

(1) Social Security number; 

(2) Last Name; 

(3) First Name; 

(4) Date of birth; 

(5) County of Residence; 

(6) State of Residence; 

(7) Date of admission; 

(8) Time of admission; 

(9) Date of discharge; 

(10) Number of Uninsured Adult Patient Days; 

2 
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0 

(11) Number of Eligible Uninsured Juvenile Patient Days; 

(12) Gender; 

(13) Race; 

(14) Ethnicity; 

(15) Marital Status; 

(16) Military Status; 

(17) Primary language (English, Spanish, American Sign Language, other); 

(18) Job/employment status; 

(19) Amount of Income; 

(20) Living arrangement at admission; 

(21) Number of people In household; 

(22) Referral source (name of specific State-designated crisis service provider); 

(23) Legal status at admission (voluntary, emergency involuntary, other); 

(24) Primary admission diagnosis (Axis I or II); 

(25) Secondary admission diagnoses (all other Axis and II diagnoses); 

(26) Primary discharge diagnosis (Axis I or II); 

(27) Secondary discharge diagnoses (all other Axis I and II diagnoses); 

(28) Living arrangement at discharge; and 

(29) Aftercare arrangements. 

A.5. Reimbursement for Services. The Grantee shall he reimbursed, at an established rate which is 
only a portion of the total cost of these services, for Inpatient psychiatric services provided to 
uninsured adult individuals, and a small number of eligible juvenile Individuals as noted in Section 
A.5.a., admitted for inpatient psychiatric services under this Grant Contract Mai the following 
understandings: . 

a. One goal of this Grant Contract Is to ensure that eligible uninsured adult Individuals 
receive inpatient psychiatric services as described herein when those services are 
needed. To that end, the Grantee agrees to provide inpatient psychiatric services to 
eligible uninsured adult individuals as follows: for the period April 1, 2012 through Juno 
30, 2013 for Four Hundred Sixty-Eight (468) uninsured adult patient days per month and 
for the period July 1, 2013 through June 30, 2014 for Four Hundred Fifty-Four (454) 
uninsured adult patient days per month. Included in these numbers are Thirty-Two (32) 
uninsured juvenile patient days for eligible uninsured juvenile individuals. Each month 
the numbers may be adjusted based on variances In utilization (see Budget, Attachment 
01). Another goal of this Grant Contract is to distribute the total funds available In this 
Grant Contract across the full term of this Grant Contract; therefore, the Grantee shall 
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consult with the Slate, on a quarterly basis, regarding any necessary adjustments to meet 
these goals. 

b. This Grant Contract shall be considered the payer of last resort. The Grantee shall 
conduct due diligence and make reasonable efforts to determine eligibility for public or 
private Insurance payors and bill those payors If they are available. The Grantee shall 
also conduct due diligence and make reasonable efforts to enroll eligible uninsured 
individuals in public insurance programs. The Grantee shall also determine if the 
Individual has any financial means to pay for inpatient psychiatric services described 
herein. The Grantee shall submit proof of such efforts upon request of the State. If there 
is payment received from a public or private insurance payor, or from the individual or 
other private party, for the same inpatient psychiatric services after payment has been 
received through this Grant Contract, the Grantee agrees to return such payment, in its 
entirety, to the State or the State shall withhold future payments until the amount Is 
repaid. Further, If the State finds that payment could have been received from a public or 
private insurance payer, or from the individual or other private party, for the same 
inpatient psychiatric services after payment has been made under this Grant Contract, 
the Grantee shall return such payment, in its entirety, to the State or the State shall 
withhold future payments until the amount is repaid. 

c. Up to seven (7) uninsured patient days are authorized for an eligible uninsured adult 
individual during any one (1) continuous Inpatient psychlatjic hospitalization. The day of 
admission is considered a full day of Inpatient psychiatric services, regardless of the lime 
of admission. The day of discharge Is not an authorized day of inpatient psychiatric 
services and shall gat be reimbursed. The midnight-to-midnight method shall be used in 
reporting days of inpatient psychiatric services. 

d. If additional uninsured patient days, beyond the authorized up to seven (7) uninsured 
patient days, are needed for an eligible uninsured adult Individual during any one (1) 
continuous Inpatient psychiatric hospitalization, up to an additional three (3) uninsured 
patient days (resulting in up to a ten (10)-day continuous stay) may be requested only if 
the State Is provided with a brief one (1)-page summary detailing the medical necessity 
for the up to three (3) additional uninsured patient days. The one (1)-page brief summary 
shall be faxed to the State's Medical Director or designee no later than Noon Central 
Time on the business day prior to the seventh (7th) uninsured patient day. The State's 
Medical Director's or designee's decision shall be faxed to the Grantee. 

e. If up to ten (10) uninsured patient days have been approved for an eligible uninsured 
adult individual during any one (I) continuous inpatient psychiatric hospitalization and 
even more uninsured patient days are needed, reimbursement will not be provided for 
more than the approved ten (10) uninsured patient days for en eligible uninsured adult 
Individual during any one (1) continuous inpatient psychiatric hospitalization without 
prior written approval from the State. To request approval for days beyond an 
approved up to ton (10) uninsured patient days for an eligible uninsured adult Individual 
during any one (1) continuous inpatient psychiatric hospitalization, the Grantee or 
designee shall contact the State's Medical Director or designee by telephone no later 
than Noon Central Time on the business day prior to the tenth (10°) uninsured patient 
day to provide clinical information to support the request. The State's Medical Director's 
or designee's decision and, If applicable, the number of additional uninsured patient days 
for an eligible uninsured adult individual during any one (1) continuous Inpatient 
psychiatric hospitalization being approved, shall be faxed to the Grantee. This process 
may be repeated as needed. 
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B. CONTRACT PERIOD: 

This Grant Contract shall be effective for the period beginning April 1, 2012, and ending on June 
30, 2014. The Grantee hereby acknowledges and affirms that the State shall have no obligation 
for Grantee services or expenditures that were not completed within this specified contract period. 

C. PAYMENT TERMS AND CONDITIONS: 

C.1. Maximum Liability. In no event shall the maximum liability of the State under this Grant Contract 
exceed Five Million Six Hundred Eighty-Eight Thousand Five Hundred Forty Dollars 
($5,688,540.00). The Grant Budget, attached and incorporated hereto as Attachment 01, shall 
constitute the maximum amount due the Grantee for all service and Grantee obligations 
hereunder. Tho Grant Budget lino-Items Include, but aro not limited to, all applicable taxes, tees, 
overhead, and all other direct and indirect costs incurred or to be incurred by the Grantee. 

C.2. Compensation Firm. The maximum liability of the Slate Is not subject to escalation for any 
reason unless amended. The Grant Budget amounts are firm for the duration of the Grant 
Contract and are not subject to escalation for any reason unless amended, except as provided In 
section C.6. 

0.3, Payment Methodology. The Grantee shall be reimbursed for actual, reasonable, and necessary 
costs based upon the Grant Budget, not to exceed the maximum liability established in section 
C.1. Upon progress toward the completion of the work, as described in section A of this Grant 
Contract, the Grantee shall submit invoices prior to any reimbursement of allowable costs. 

C.4. Travel Compensation. Reimbursement to the Grantee for travel, meals, or lodging shall be 
subject to amounts and limitations specified in the "State Comprehensive Travel Regulations." as 
they are amended from time to time, and shall be contingent upon and limited by the Grant 
Budget funding for said reimbursement. 

C5. InvoiceI . The Grantee shall invoice the State, on an invoice supplied by the Stale, 
no more often than monthly by the fifteenth (15th) of the month for the preceding month, with all 
necessary supporting documentation, and present such to: 

Department of Mental Health and Substance Abuse Services 
Division of Fiscal Services 
10th Floor, Andrew Johnson Tower 
710 James Robertson Parkway 
Nashville, TN 37243 

a. Each invoice shall clearly and accurately detail all of the following required Information 
(calculations must be extended and totaled correctly). 
(1) Invoice/Reference Number (assigned by the Grantee). 
(2) Invoice Date. 
(3) Invoice Period (to which the reimbursement request is applicable). 
(4) Grant Contract Number (assigned by the State). 
(5) Grantor: Department of Mental Health and Substance Abuse Services; 
(6) Grantor Number (assigned by the Grantee to the above-referenced Grantor). 
(7) Grantee Name. 
(8) Grantee Tennessee Edison Registration ID Number Referenced in Preamble of 

this Grant Contract. 
(9) Grantee Remittance Address. 
(10) Grantee Contact for Invoice Questions (name, phone, and/or tax). 
(11) Itemization of Reimbursement Requested for the Invoice Period—It must detail, 

at minimum, all of the following: 
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i. Tile amount requested by Grant Budget line-item (Including any travel 
expenditure reimbursement requested and for which documentation and 
receipts, as required by 'State Comprehensive Travel Regulations," aro 
attached to the invoice); 
The amount reimbursed by Grant Budget line-item to date; 

iii. The total amount reimbursed under the Grant Contract to date; 
iv. The total amount requested (all line-items) for the Invoice Period; 
v. The total number of uninsured adult patient days billed for the Invoice 

Period; 
vi. The total number of eligible uninsured juvenile patient days as noted In 

Section A.5.a. billed for the Invoice Period; 
vii. The following supporting documentation must accompany the Invoice: 

(a) A report containing the following information on each uninsured 
individual served. The report described in Section AA.a. 
satisfies this requirement: 
1. Social Security Number; 
2. Last Name; 
3. First Name; 
4. Date of Birth; 
5. Date of Admission; 
5. Time of Admission; 
7. Date of Discharge; 
6. Number of Uninsured Adult Patient Days; 
9. Number of Eligible Uninsured Juvenile Patient Days as 

noted In Section A.5.a.; and 
10. Referral Source (name of specific State-designated 

crisis service provider); 
(b) Proof that a Slate-designated crisis service provider was an 

active participant In the determination for Inpatient psychiatric 
hospitalization as described in Section A.3.a.; and 

(c) The document received by the Grantee showing approval by the 
State's Medical Director or designee for any additional uninsured 
adult patient days beyond seven (7) as described in Sections 
A.5.d. and A.5.e. 

b. The Grantee understands and agrees to all of the following. 

(I) An invoice under this Grant Contract shall Include only reimbursement requests 
for actual, reasonable, and necessary expenditures required in the delivery of 
service described by this Grant Contract and shall be subject to the Grant Budget 
and any other provision of this Grant Contract relating to allowable 
reimbursements. 

(2) An invoice under this Grant Contract shall not Include any reimbursement 
request for future expenditures. 

(3) An Invoice under this Grant Contract shall initiate the timeframe for 
reimbursement only when the State is in receipt of the Invoice, and the Invoice 
meets the minimum requirements of this section C.5. 

C.6. Buddet Line-items. Expenditures, reimbursements, and payments under this Grant Contract shall 
adhere to the Grant Budget. Reimbursable expenditures may NOT vary from the Grant Budget 
line-item amount(s) detailed. 

0.7. Disbursement Reconciliation and Close Out. The Grantee shall submit any final invoice and a 
grant disbursement reconciliation report within sixty (60) days of the Grant Contract end date and 
inform and substance acceptable to the State. 
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a. If total disbursements by the State pursuant to this Grant Contract exceed the amounts 
permitted by the Section 0, Payment Terms and Conditions of this Grant Contract, the 
Grantee shall refund the difference to the State. The Grantee Shall submit said refund 
with the final grant disbursement reconciliation report. 

b. The State shall not be responsible for the payment of any Invoice submitted to the state 
after the final Invoice and grant disbursement reconciliation report. The State will not 
deem any Grantee costs submitted for reimbursement after the final invoice to be 
allowable and reimbursable by the State, and such invoices will NOT be paid. 

c. The Grantee's failure to provide a final grant disbursement reconciliation report to the 
slate as required shall result In the Grantee being deemed ineligible for reimbursement 
under this Grant Contract, and the Grantee shall be required to refund any and all 
payments by the state pursuant to this Grant Contract. 

d. The Grantee must close out its accounting records at the end of the grant period In such 
a way that reimbursable expenditures and revenue collections are NOT carried forward. 

C.8. !ilea Should Mo Grantee request reimbursement for Indirect cost, the Grantee must 
submit to the Slate a copy of the Indirect cost rate approved by the cognizant federal agency and 
the State. The Grantee will be reimbursed for indirect cost In accordance with the approved 
indirect cost rate to amounts and limitations specified In the attached Grant Budget. Once the 
Grantee makes an election and treats a given cost as direct or indirect, It must apply that 
treatment consistently and may not change during the contract period. Any changes In the 
approved indirect cost rate must have prior approval of the cognizant federal agency and the 
State. If the Indirect cost rate is provisional during the period of this agreement, once the rate 
becomes final, the Grantee agrees to remit any overpayment of funds to the State, and subject to 
the availability of funds the State agrees to remit any underpayment to the Grantee. 

C.9. Cost Allocation. If any part of the costs to be reimbursed under this Grant Contract are joint costs 
Involving allocation to more than ono program or activity, such costs shall be allocated and 
reported In accordance with the provisions of Department of Finance and Administration Policy 
Statement 03 or any amendments or revisions made to this policy statement during the contract 
period. 

0.10. Payment of Invoice. A payment by the State shall not prejudice the State's right to object to dr 
question any reimbursement, invoice, or matter in relation thereto. A payment by the State shall 
not be construed as acceptance of ally part of the work or service provided or as approval of any 
amount as an allowable cost. 

C.11. Unallowable Costs. Any amounts payable to the Grantee shall be subject to reduction for 
amounts included in any invoice or payment theretofore made, which are determined by the 
State, on the basis of audits or monitoring conducted in accordance with the terms of this Grant 
Contract, not to constitute allowable costs. 

C.12. Deductions. The State reserves the right to deduct from amounts, which are or shall become duo 
and payable to the Grantee under this or any contract between the Grantee and the State of 
Tennessee any amounts, which are or shall become due and payable to the State of Tennessee 
by the Grantee. 

C.13. Prerequisite Documentation. The Grantee shall not Invoice the State under this Grant Contract 
until the State has received the following documentation properly completed. 

a. The Grantee shall complete, sign, and present to the State en "Authorization Agreement 
for Automatic Deposit (ACH Credits) Form" provided by the State. By doing so, the 
Grantee acknowledges and agrees that, once said form is received by the State, all 
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payments to the Grantee, under this or any other contract the Grantee has with the State 
of Tennessee shall be made by Automated Clearing House (ACH). 

b. The Grantee shall complete, sign, and present to the State a "Substitute W-9 Form" 
provided by the State. The taxpayer Identification number detailed by said form must 
agree with the Federal Employer identification Number or Social Security Number 
referenced in this Grant Contract or the Grantees Tennessee Edison Registration. 

D. STANDARD TERMS AND CONDITIONS: 

0.1. Rewired Approvals. The State is not bound by this Grant Contract until it is signed by the 
contract parties and approved by appropriate officials in accordance with applicable Tennessee 
laws and regulations (depending upon the specifics of this contract, said officials may include, but 
are not limited to, the Commissioner of Finance and Administration, the Commissioner of Human 
Resources, and the Comptroller of the Treasury). 

D.2. Modification and Amendment. Except as specifically provided herein, this Grant Contract may be 
modified only by a written amendment signed by all parties hereto and approved by both the 
officials who approved the base contract and, depending upon the specifics of the contract as 
amended, any additional officials required by Tennessee laws and regulations (said officials may 
include, but are not limited to, the Commissioner of Finance and Administration, the 
Commissioner of Human Resources, and the Comptroller of the Treasury). 

0.3. Termination for Convenience. The State may terminate this Grant Contract without cause for any 
reason. Said termination shall not be deemed a breach of contract by the State. The State shall 
give the Grantee at least one hundred eighty (180) days written notice before the effective 
termination date. The Grantee shall be entitled to compensation for authorized expenditures and 
satisfactory services completed as of the termination date, but in no event shall the State be liable 
to the Grantee for compensation for any service which has not been rendered. The final decision 
as to the amount, for which the State is liable, shall be determined by the State. Should the State 
exercise this provision, the Grantee shall not have any right to any actual general, special, 
incidental, consequential, or any other damages whatsoever of any description or amount. 

D.4. Termination for Cause. If the Grantee fails to properly perform Its obligations under this Grant 
Contract in a timely or proper manner, or if the Grantee violates any terms of this Grant Contract, 
the State shall have the right to immediately terminate the Grant Contract and withhold payments 
in excess of fair compensation for completed services. Notwithstanding the above, the Grantee 
shall not be relieved of liability to the State for damages sustained by virtue of any breach of this 
Grant Contract by the Grantee. 

D.5. Subcontracting. The Grantee shall not assign this Grant Contract or enter into a subcontract for 
any of the services performed under this Grant Contract without obtaining the prior written 
approval of the State. If such subcontracts are approved by the State, each shall contain, at a 
minimum, sections of this contract pertaining to "Conflicts of Interest," "Lobbying," 
"Nondiscrimination," "Public Accountability.° "Public Notice," and "Records" (as Identified by the 
section headings). Notwithstanding any use of approved subcontractors, the Grantee shall be the 
prime contractor and shall be responsible for all work performed. 

D.6, Conflicts of Interest. The Grantee warrants that no part of the total Grant Amount shall be paid 
directly or indirectly to an employee or official of the State of Tennessee as wages, 
compensation, or gifts in exchange for acting as an officer, agent, employee, subcontractor, or 
consultant to the Grantee In connection with any work contemplated or performed relative to this 
Grant Contract. 

The Grantee acknowledges, understands, and agrees that this Grant Contract shall be null and 
void if the Grantee is, or within the past six months has been, an employee of the Stato of 
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Tennessee or if the Grantee is an entity In which a controlling interest Is held by an individual who 
is, or within the past six months has been, an employee of the Stale of Tennessee. 

D.7 Lobbying. The Grantee certifies, to the best of its knowledge and belief, that: 

a. No federally appropriated funds have been paid or will be paid, by or on behalf of the 
undersigned, to any person for influencing or attempting to influence an officer or 
employee of an agency, a Member of Congress, an officer or employee of Congress, or 
an employee of a Member of Congress In connection with the awarding of any Federal 
contract, the making of any Fedora' grant, the making of any federal loan, the entering 
Into of any cooperative agreement, and the extension, continuation, renewal, 
amendment, or modification of any federal contract, grant, loan, or cooperative 
agreement. 

b. If any funds other than federally appropriated funds have been paid or will be paid to any 
person for influencing or attempting to influence an officer or employee of any agency, a 
Member of Congress, an officer or employee of Congress, or an employee of a Member 
of Congress in connection with this contract, grant, loan, or cooperative agreement, tho 
Grantee shall complete and submit Standard Form-LLL, "Disclosure Form to Report 
Lobbying," in accordance with Its Instructions. 

c. The Grantee shall require that the language of this certification be included In the award 
documents for all sub-awards at all tiers (including subcontracts, sub-grants, and 
contracts under grants, loans, and cooperative agreements) and that all subrecipients 
shall certify and disclose accordingly. 

This certification is a material representation of fact upon which reliance was placed when this 
transaction was made or entered into and is a prerequisite for making or entering into this 
transaction Imposed by section 1352, title 31, U.S. Coda. 

D.8. Nondiscrimination. The Grantee hereby agrees, warrants, and assures that no person shall be 
excluded from participation In, be dented benefits of, or he otherwise subjected to discrimination 
in the performance of this Grant Contract or in the employment practices of the Grantee on the 
grounds of handicap or disability, age, race, color, religion, sex, national origin, or any other 
classification protected by Federal, Tennessee State constitutional, or statutory law. The Grantee 
Shall, upon request, show proof of such nondiscrimination and shall post in conspicuous places, 
available to all employees and applicants, notices of nondiscrimination. 

0.9. Public Accountability. If the Grantee is subject to Tennessee Coda Annotated, Title 8, Chapter.4, 
Part 4, or if this Grant Contract involves the provision of services to citizens by the Grantee on 
behalf of the State, the Grantee agrees to establish a system through which recipients of services 
may present grievances about the operation of the service program, and the Grantee shall 
display in a prominent place, located near the passageway through which the public enters in 
order to receive Grant supported services, a sign at least twelve inches (12') in height and 
eighteen Inches (18") in width stating: 

NOTICE: THIS AGENCY IS A RECIPIENT OF TAXPAYER FUNDING. IF YOU OBSERVE AN 
AGENCY DIRECTOR OR EMPLOYEE ENGAGING IN ANY ACTIVITY WHICH YOU CONSIDER 
TO BE ILLEGAL, IMPROPER, OR WASTEFUL, PLEASE CALL THE STATE COMPTROLLER'S 
TOLL-FREE HOTLINE: 1-800-232-5454 

1.10.Public Notice. All notices, Informational pamphlets, press releases, research reports, signs, and 
similar public notices prepared and released by the Grantee shall include the statement, "This 
project is funded under an agreement with the State of Tennessee." Any such notices by the 
Grantee shall be approved by the State. 
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D.11. Licensure. The Grantee and its employees and all sub-grantees shall be licensed pursuant to all 
applicable federal, state, and local laws, ordinances, rules, and regulations and shall upon 
request provide proof of all licenses. 

D.12. Records. The Grantee (and any approved subcontractor) shall maintain documentation for all 
charges under this Contract. The books, records, and documents of the Grantee (and any 
approved subcontractor), insofar as they relate to work performed or money received under this 
Contract, shall bo maintained for a period of three (3) full years from the date of the final payment 
and shall be subject to audit at any reasonable time and upon reasonable notice by the state 
agency, the Comptroller of the Treasury, or duly appointed representatives. The records of not-
for-profit entitles shall be maintained in accordance with the Accounting and Financial Reporting 
for Not-for-Profit Recipients of Grant Funds In Tennessee, published by the Tennessee 
Comptroller of the Treasury and found at 
http://www.comptrollertstate.M.ustmailinreptmanualAsp. The  records for local governments 
shall be maintained In accordance with the Internal Control and Compliance Manual for 
Tennessee Municipalities, published by the Tennessee Comptroller of the Treasury and found at 
httol/www.comptrollertstate.tn.usimarcitymanualaso and in accordance with GFCA's 
publication, Governmental Accounting, Auditing and Financial Reporting. 

D.13. Prevailing Wane Rates. All grants and contracts for construction, erection, or demolition or to 
install goods or materials that involve the expenditure of any funds derived from the State require 
compliance with the prevailing wage laws as provided In Tennessee Coda Annotated, Section 12-
4-401 of seg. 

0.14. Monitoring. The Grantee's activities conducted and records maintained pursuant to this Grant 
Contract shall be subject to monitoring and evaluation by the State, the Comptroller of the 
Treasury, or their duly appointed representatives. 

D.15. Progress Reports. The Grantee shall submit brief, periodic, progress reports to the State as 
requested. 

Dig. Annual Report and Audit. The Grantee shall prepare and submit, within nine (9) months after the 
close of the reporting period, an annual report of its activities funded under this Grant Contract to 
the commissioner or head of the Granting agency, the Tennessee Comptroller of the Treasury, 
and the Commissioner of Finance and Administration. The annual report for any Grantee that 
receives five hundred thousand dollars ($500,000) or more In aggregate federal and state funding 
for all Its programs shall include audited financial statements. All books of account and financial 
records shall be subject to annual audit by the Tennessee Comptroller of the Treasury or the 
Comptroller's duly appointed representative. When an audit Is required, the Grantee may, with 
the prior approval of the Comptroller, engage a licensed independent public accountant to 
perform the audit. The audit contract between the Grantee and the licensed independent public 
accountant shall be on a contract form prescribed by the Tennessee Comptroller of the Treasury. 
Any such audit shall be performed In accordance with generally accepted government auditing 
standards, the provisions of OMB Circular A-133, if applicable, and the Audit Manual for 
Governmental Units and Recipients of Grant Funds published by the Tennessee Comptroller of 
the Treasury. The Grantee shall be responsible for reimbursement of the cost of the audit 
prepared by the Tennessee Comptroller of the Treasury, and payment of fees for the audit 
prepared by the licensed independent public accountant. Payment of the audit fees of the 
licensed independent public accountant by the Grantee shall be subject to the provisions relating 
to such fees contained in the prescribed contract form noted above. Copies of such audits shall 
be provided to the designated cognizant state agency, the State Granting Department, the 
Tennessee Comptroller of the Treasury, and the Department of Finance and Administration and 
shall be made available to the public. 

D.17. Procurement. If other terms of this Grant Contract allow reimbursement for the cost of goods, 
materials, supplies, equipment, and/or contracted services, such procurement(s) shall be made 
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on a competitive basis, including the use of competitive bidding procedures, where practical. The 
Grantee shall maintain documentation for the basis of each procurement for which 
reimbursement Is paid pursuant to this Grant Contract, In each instance where it is determined 
that use of a competitive procurement method is not practical, supporting documentation shall 
include a written justification for such decision and non-competitive procurement. Further, and 
notwithstanding the foregoing, if such reimbursement is to be made with funds derived wholly or 
partially from federal sources, the determination of cost shall be governed by and reimbursement 
shall be subject to the Grantee's compliance with applicable federal procurement requirements. 

The Grantee shall obtain prior approval from the State before purchasing any equipment under 
this Grant Contract. 

0.18. Strict Performance. Failure by any party to this Grant Contract to Insist in any one or more oases 
upon the strict performance of any of the terms, covenants, conditions, or provisions of this 
agreement shall not be construed as a waiver or relinquishment of any such term, covenant, 
condition, or provision. No term or condition of this Grant Contract shall be held to be waived, 
modified, or deleted except by a written amendment signed by the parties hereto. 

D.19. Independent Contractor. The parties hereto, in the performance of this Grant Contract, shall not 
act as employees, partners, joint venturers, or associates of one another, It is expressly 
acknowledged by the parties hereto that such parties are Independent contracting entities and 
that nothing in this Grant Contract shall be construed to create an employer/employee 
relationship or to allow either to exercise control or direction over the manner or method by which 
the other transacts its business affairs or provides its usual services. The employees or agents of 
one party shall not be deemed or construed to be the employees or agents of the other party for 
any purpose whatsoever. 

The Grantee, being an Independent contractor and not an employee of the State, agrees to carry 
adequate public liability and other appropriate forms of insurance, Including adequate public 
liability and other appropriate forms of insurance on the Grantee's employees, and to pay at( 
applicable taxes incident to this Grant Contract. 

0.20. Slate Liability. The Slate shall have no liability except as specifically provided in this Grant 
Contract. 

D.21. Force Maieure. The obligations of the parties to this Grant Contract are subject to prevention by 
causes beyond the parties' control that could not be avoided by the exercise of due care 
including, but not limited to, natural disasters, riots, wars, epidemics, or any other similar cause. 

D.22. State and Federal Compliance. The Grantee shall comply with all applicable state and federal 
laws and regulations in the performance of this Grant Contract. 

23. Governing Law. This Grant Contract shall be governed by and construed In accordance with the 
laws of the State of Tennessee. The Grantee agrees that it will be subject to the exclusive 
jurisdiction of the courts of the State of Tennessee in actions that may arise under this Grant 
Contract. The Grantee acknowledges and agrees that any rights or claims against the State of 
Tennessee or Its employees hereunder, and any remedies arising there from, shall be subject to 
and limited to those rights and remedies, if any, available under Tennessee Code Annotated, 
Sections 9-8-101 through 9-8-407. 

D.24. Completeness. This Grant Contract is complete and contains the entfro understanding between 
the parties relating to the subject matter contained herein, Including all the terms and conditions 
of the parties' agreement. This Grant Contract supersedes any and all prior understandings, 
representations, negotiations, and agreements between the parties relating hereto, whether 
written or oral. 
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D.25, Severabilitv. If any terms and conditions of this Grant Contract are held to be Invalid or 
unenforceable as a matter of law, the other terms and conditions hereof shall not be affected 
thereby and shall remain in full force and effect. To this end, the terms and conditions of this 
Grant Contract are declared severable. 

D.26. Headings. Section headings are for reference purposes only and shall not be construed as part 
of this Grant Contract. 

E. SPECIAL TERMS AND CONDITIONS: 

El. Conflicting Terms and Conditions. Should any of these special terms and conditions conflict with 
any other terms and conditions of this Grant Contract, these special terms and conditions shall 
control. 

E.2. Communications and Contacts. All Instructions, notices, consents, demands, or other 
communications required or contemplated by this Grant Contract shall be In writing and shall be 
made by certified, first class mail, return receipt requested and postage prepaid, by overnight 
courier service with an asset tracking system, or by EMAIL or facsimile transmission with 
recipient confirmation. Any such communications, regardless of mothod of transmission, shall be 
addressed to the respective party at the appropriate mailing address, facsimile number, or EMAIL 
address as set forth below or to that of such other party or address, as may be hereafter specified 
by written notice, 

The State: 

John R Arrodondo, Assistant Commissioner 
Division of Hospital Services 
Department of Mental Health and Substance Abuse Services 
11th  Floor, Andrew Johnson Tower 
710 James Robertson Parkway 
Nashville, TN 37243 
John.ArredondoPtn.00v  
Telephone It: (615) 532-6515 
FAX #: (615) 532-6514 

The Grantee: 

Candace Jennings 
Senior Vice President, TN Operations 
Mountain Sates Health Alliance — Corporate 
303 Mod Tech Parkway, #300 
Johnson City, TN 37604 
JennincisCA(Mmsha.com   
Telephone #: (423) 302-3374 
FAX #: (423) 302-3446 

All Instructions, notices, consents, demands, or other communications shall be considered 
effectively given upon receipt or recipient confirmation as may be required. 

5.3. Subiect to Funds Availability. The Grant Contract Is subject to the appropriation and availability of 
Stale and/or Federal funds. In the event that the funds are not appropriated or are otherwise 
unavailable, the State reserves the right to terminate the Grant Contract upon written notice to the 
Grantee. Said termination shall not be deemed a breach of contract by the State. Upon receipt 
of the written notice, the Grantee shall cease all work associated with the Grant Contract. Should 
such an event occur, the Grantee shall be entitled to compensation for all satisfactory and 
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authorized services completed as of the termination date. Upon such termination, the Grantee 
shall have no right to recover from the State any actual, general, special, incidental, 
consequential, or any other damages whatsoever of any description or amount. 

E.4. Insurance.  The Grantee shall carry adequate liability and other appropriate forms of insurance, 

a. The Grantee shall maintain, at minimum, the following Insurance coverage: 

(1) Workers' Compensation/ Employers' Liability (including all states coverage) with 
a limit not less than the relevant statutory amount or one million dollars 
($1,000,000) per occurrence for employers' liability whichever is greater. 

(2) Comprehensive Commercial General Liability (including personal injury & 
property damage, premises/operations, independent contractor, contractual 
liability and completed operations/products) with a bodily injury/property damage 
combined single limit not less than one million dollars ($1,000,000) per 
occurrence and two million dollars ($2,000,000) aggregate, 

(3) Automobile Coverage (including owned, leased, hired, and non-owned vehicles) 
with a bodily injury/property damage combined single limit not less than ono 
million dollars ($1,000,000) per occurrence, 

(4) Professional Malpractice Liability with a limit of not less than one million dollars 
($1,000,000) per claim and two million dollars ($2,000,000) aggregate. 

b. At any time State may require the Grantee to provide a valid Certificate of Insurance 
detailing Coverage Description; Insurance Company & Policy Number; Exceptions and 
Exclusions; Policy Effective Date; Policy Expiration Date; Limit(s) of Liability; and Name 
and Address of Insured. Failure to provide required evidence of Insurance coverage shall 
be a material breach of this Grant Contract. 

E.5. Charges to Service Recipients Prohibited. The Grantee shall not collect any amount In the form 
of fees or reimbursements from the recipients of any service provided pursuant to this Grant 
Contract. 

E.6. No Equipment Acquisition. This Grant Contract does not Involve the acquisition and disposition 
of equipment acquired with funds provided under this Grant Contract. 

E.7. Confidentiality of Records. Strict standards of confidentiality of records and Information shall be 
maintained in accordance with applicable state and federal law. All material and information, 
regardless of form, medium or method of communication, provided to the Grantee by the State or 
acquired by the Grantee on behalf of the Slate shall be regarded as confidential information in 
accordance with the provisions of applicable state and federal law, stale and federal rules and 
regulations, departmental policy, and ethical standards. Such confidential information shall not 
be disclosed, and all necessary steps shall be taken by the Grantee to safeguard the 
confidentiality of such material or information in conformance with applicable state and federal 
law, state and federal rules and regulations, departmental policy, and ethical standards, 

The Grantee's obligations under this section do not apply to information in the public domain; 
entering the public domain but not from a breach by the Grantee of this Grant Contract; 
previously possessed by the Grantee without written obligations to the State to protect It; acquired 
by the Grantee without written restrictions against disclosure from a third party which, to the 
Grantee's knowledge, is free to disclose the information; Independently developed by the Grantee 
without the use of the Slate's information; or, disclosed by the State to others without restrictions 
against disclosure. Nothing in this paragraph shall permit Grantee to disclose any information that 
is confidential under federal or state law or regulations, regardless of whether it has been 
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disclosed or made available to the Grantee due to Intentional or negligent actions or inactions of 
agents of the State or third parties. 

It Is expressly understood and agreed the obligations set forth In this section shall survive the 
termination of this Grant Contract. 

E.B.HIPAA Compliance. The State and the Grantee shall comply with obligations under the Health 
Insurance Portability and Accountability Act of 1996 (HIPAA) and its accompanying regulations. 

a. The Grantee warrants to the State that it Is familiar with the requirements of HIPAA and 
its accompanying regulations, and will comply with all applicable HIPAA requirements In 
the course of this Grant Contract. 

b. The Grantee warrants that It will cooperate with the State, including cooperation and 
coordination with State privacy officials and other compliance officers required by HIPAA 
and its regulations, in the course of performance of this Grant Contract so that both 
parties will be in compliance with HIPAA. 

c. The State and the Grantee will sign documents, including but not limited to business 
associate agreements, as required by HIPAA and that are reasonably necessary to keep 
the State and the Grantee in compliance with HIPAA. This provision shall not apply If 
Information received by the State under this Grant Contract is NOT "protected health 
information" as defined by HIPAA, or if HIPAA permits the State to receive such 
information without entering into a business associate agreement or signing another such 
document. 

E.9. Rule 2 Compliance. The State and the Grantee shall comply with obligations under Rule 2 of the 
Confidentiality of Alcohol and Drug Abuse Patient Records, and its accompanying regulations as 
codified at 42 CFR § 2.1 et seq. 

The Grantee warrants to the State that it Is familiar with the requirements of Rule 2 of the 
Confidentiality of Alcohol and Drug Abuse Patient Records, and Its accompanying 
regulations, and will comply with all applicable requirements in the course of this Grant 
Contract. 

b. The Grantee warrants that It will cooperate with the State, Including cooperation and 
coordination with State privacy officials and other compliance officers required by Rule 2 
of the Confidentiality of Alcohol and Drug Abuse Patient Records, and its regulations, in 
the course of performance of the Grant Contract so that both parties will be In compliance 
with Rule 2 of the Confidentiality of Alcohol and Drug Abuse Patient Records. 

c. The Slate and the Grantee will sign documents, including but not limited to business 
associate agreements, as required by Rule 2 of the Confidentiality of Alcohol and Drug 
Abuse Patient Records, and that are reasonably necessary to keep the State and the 
Grantee In compliance with Rule 2 of the Confidentiality of Alcohol and Drug Abuse 
Patient Records. This provision shall not apply If informatIon.recelved by the State under 
this Grant Contract is NOT "protected health information" as defined by Rule 2 of the 
Confidentiality of Alcohol and Drug Abuse Patient Records, or if Rule 2 of the 
Confidentiality of Alcohol and Drug Abuse Patient Records permits the State to receive 
such information without entering into a business associate agreement or signing another 
such document. 

E.10 Printing Authorization. Tho Grantee agrees that no publication corning within the jurisdiction of 
Tennessee Code Annotated, Section 12-7-101, et seq., shall be printed unless a printing 
authorization number has been obtained and affixed as required by Tennessee Code Annotated, 
Section 12-7-103 (d). 
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Ell. State Furnished Property. The Grantee shall be responsible for the correct use, maintenance, 
and protection of all articles of nonexpendable, tangible, personal property furnished by the State 
for the Grantee's temporary use under this Grant Contract. Upon termination of this Grant 
Contract, all property furnished shall be returned to the State in good order and condition as when 
received, reasonable use and wear thereof excepted. Should the properly be destroyed, lost, or 
stolen, the Grantee shall be responsible to the State for the residual value of the property at the 
time of loss. 

5.12. Environmental Tobacco Smoke. Pursuant to the provisions of the federal "Pro-Childron Act of 
1994" and the Tennessee "Children's Act for Clean Indoor Air of 1995," the Grantee shall prohibit 
smoking of tobacco products within any indoor premises In which services are provided to 
individuals under the age of eighteen (18) years. The Grantee shall post "no smoking" signs in 
appropriate, permanent sites within such premises. This prohibition shall be applicable during all 
hours, not just the hours in which children are present. Violators of the prohibition may be subject 
to civil penalties and lines. This prohibition shall apply to and be made pad of any subcontract 
related to this Grant Contract. 

5.13. Debarment and Sueoension. The Grantee certifies, to the best of Its knowledge and belief, that It, 
its current and future principals, Its current and future subcontractors and their principals: 

a. are not presently debarred, suspended, proposed for debarment, declared ineligible, or 
voluntarily excluded from covered transactions by any federal or state department or 
agency; 

b. have not within a three (3) year period preceding this Grant Contract been convicted of, 
or had a civil judgment rendered against them from commission of fraud, or a criminal 
offence in connection with obtaining, attempting to obtain, or performing a public (federal, 
state, or local) transaction or grant under a public transaction; violation of federal or state 
antitrust statutes or commission of embezzlement, theft, forgery, bribery, falsification, or 
destruction of records, making false statements, or receiving stolen property; 

c. are not presently indicted or otherwise criminally or civilly charged by a government entity 
(federal, state, or local) with commission of any of the offenses detailed in section b. of 
this certification; and 

d. have not within a three (3) year period preceding this Grant Contract had one or more 
public transactions (federal, state, or local) terminated for cause or default. 

The Grantee shall provide Immediate written notice to the State if at any time it learns that there 
was an earlier failure to disclose Information or that due to changed circumstances, Its principals 
or the principals of its subcontractors are excluded or disqualified. 

5.14. Hold harmless. The Grantee agrees to indemnify and hold harmless the State of Tennessee as 
well as Its officers, agents, and employees from and against any and all claims, liabilities, losses, 
and causes of action which may arise, accrue, or result to any person, firm, corporation, or other 
entity which may be Injured or damaged as a result of acts, omissions, or negligence on the part 
of the Grantee, Its employees, or any person acting for or on its or their behalf relating to this 
Grant Contract. The Grantee further agrees it shall be liable for the reasonable cost of attorneys 
for the State In the event such service Is necessitated to enforce the terms of this Grant Contract 
or otherwise enforce the obligations of the Grantee to the State. 

In the event of any such suit or claim, the Grantee shall give the State immediate notice thereof 
and shall provide all assistance required by the State In the State's defense. The State shall give 
the Grantee written notice of any such claim or suit, and the Grantee shall have lull right and 
obligation to conduct the Grantee's own defense thereof. Nothing contained herein shall be 
deemed to accord to the Grantee, through Its attorney(s), the right to represent the State of 

15 

Confidential MSHA-001152 

SBH-KINGSPORT 001875 SBH-KINGSPORT 001875



Tennessee In any legal matter, such rights being governed by Tennessee Code Annotated, 
Section 8-6-106. 

6.15. Drug-Free Workplace. The Grantee agrees that It shall provide a drug-free workplace pursuant to 
the Drug-Free Workplace Act of 1988, Title 41 of the United States Code (41 USC) §§ 701 et 
seq., and the regulations In Title 45 of the Code of Federal Regulations (45 CFR) Part 82. 

6.16. Professional Practice. The Grantee shall assure that there is a code of conduct In place and 
applicable to all employees that covers, at minimum, business practices, clinical practices, and 
service recipient/staff interaction/fraternization. Further, Grantee's personnel shall conduct their 
practice in conformity with all applicable statutes, rules and regulations, and recognized othfcal 
standards of their profession. Procedures for reporting violations of the ethical standards shall be 
developed and communicated to staff upon hire and annually thereafter, which shall include a 
non-reprisal approach for persons reporting suspected violations, as well as a description of 
possible sanctions for violating the standards. Failure to implement a code of conduct in 
accordance with this section and to adequately address suspected violations of the code of 
conduct may be cause for termination of this Grant Contract. 

6.17. Additional Subcontracting Requirements. If subcontracts are approved by the State, they shall 
contain, in addition to those sections identified in 0.5., sections on 'Confidentiality of Records", 
"HIPAA Compliance", and "Rule 2 Compliance" (as identified by the section headings). 
Notwithstanding any use of approved subcontractors, the Grantee shall be the prima contractor 
and shall be responsible for all work performed. 

IN WITNESS WHEREOF, 

MOUNTAIN STATES HEALTH ALLIANCE: 

APMOVEOWWM 
2LT2Imf 

GRANTEE SIGNATURE DATE 

PRINTED NAME AND TITLE OF GRANTEE SIGNATORY (above) 

DEPARTMENT OF MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES: 

E. DOUGLAS VARNEY, COMMISSIONER DATE 
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ATTACHMENT 01 

GRANT BUDGET 
(BUDGET PAGE 1) 

GRANTEE: Mountain States Health Alliance 
PROGRAM: Inpatient Psychiatric Services (at the Woodridge Hospital facility) 

APPLICABLE PERIOD: The grant budget line-Item amounts below shall be applicable only to expense Incurred during the 

period beginning April 1, 2012 and ending June 20, 2014. 

oPscOM 
Llno.11em 

reference 

EXPENSE OBJECT LINE-ITEM CATEGORY I 
(detail schedule(s) attached as applicable) 

GRANT CONTRACT GRANTEE 
PARTICIPATION 

TOTAL 
PROJECT 

t Salaries 0,00 0.00 0.00 

Benefits & Taxes 0.00 0.00 0.00 

415  Professional Feel Grant & Award 2  $5,680,540.00 0.00 $5,688,540.00 

Supplies 0.00 0.00 0.00 

11  Telephone 0.00 0.00 0.00 

Postage & Shipping 0.00 000 0.00 

Et Occupancy 0.00 0.00 0.00 

0  Equipment Rental & Maintenance 0.00 0.00 0.00 

la Printing & Publicailans 0.00 0.00 0.00 

It,  le Travel/ Conferences & Meetings 0.00 0.00 0.00 

13  Interest 2  0.00 0,00 0.00 

14  Insurance 0.00 0.00 0.00 

le Specific Assistance To Individuals 0.00 0.00 000 

IT  Depreciagan 2  0.00 0.00 0.00 

5  Other Non-Personnel 2  0.00 0.00 0.00 

22  Capital Purchase 2  0.00 0.00 0,00 

? 2  Indirect Cost 0.00 0,00 0.00 

24  In-KInd Expense 0.00 0.00 0.00 

70 GRAND TOTAL $5,688,540.00 0,00 55,600,540.00 

Each expense object llne-item shell be defined bythe Oepanmeni I Finance and AdmInistrailo PSyo3. Uniform Papacies 
Regal/emery s and Cosi Allootion Plans for &Creagan's of Fecre el and Slate GasnOvionles, Appendix A. (posed on the IntometeL 
saw/ slalo2142/11nancOrdsiocrtooks23.011. 

2 A2211sable detail attached /I De-Sem is funded. 
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ATTACHMENT 01 (con1Fnued) 

GRANT BUDGET LINE-ITEM DETAIL 
(BUDGET PAGE 2) 

GRANTEE: Mountain States Health Alliance 
PROGRAM: Inpatient PsychiatricServices (at the Woodridge Hospital facility) 

PROFESSIONAL FEE/ GRANT & AWARD AMOUNT 

Reimbursement for Inpatient Psychiatric Services to eligible uninsured Individuals for the period April 1, 2012 
through June 30. 2012 for Four Hundred SUR-Eight (068) uninsured adult patient days per month. Included 
In Ills number for this time period Is Eight (8) uninsured juvenile patient days for eligible uninsured juveniles, 
not to exceed a maximum of $3,600.00 fortis limo puled. Each month maybe adjusted based on variances 
In utilization. $632,060.00 

Reimbursement for Inpatient Psychiatric Services to eligible uninsured individuals for the period July 1, 2012 
through June 30, 2013 for Four Hundred Slily-Rghl (468) uninsured adult patient days per month. Included 
in this number for this limo period Is Thirty-Two (32) uninsured foveae patient days for eligible uninsured 
juveniles, not to exceed a maximum of $14,400.00 for this lime period. Each month may be adjusted based 
on variances In utilization. 2,526,240.00 

Reimbursement for Inpatient Psychialrlo Services to eligible uninsured individuals for the period July 1, 2013 
through June 30, 2014 for Four Hundred Fifty-Four (454) uninsured adult pawl days per month. Included In 
this number fur this lime period Is Thirty-Two (32) uninsured juvenile patient days tot eligible uninsured 
juveniles, not to exceed a maximum at $14,400.00 far this lime period. Each month may be adjusted based 
on variances In utilization. $2,528240.011 

TOTAL $5,668,500.00 

Confidential MSHA-001155 
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Adolescent Deferrals January 2014 - May 2014 by County 
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The following counties had one deferral each during the time frame from January 1, 2014 through May 31,201A 
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Reasons for Deferrals from June 2013 - December 2013 
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1^) Inpatient Psychiatric Services Data Dictionary 

item # ENC - REDACTED Data Item Definition Data Description 

Social Security Number 
Identifies the patient's social security 

number. 

9- Digit Number 

2 Last Name Identifies the patient's last name, 

3 First Name Identifies the patient's first name. 

4 Date of Birth 
Identifies the patient's date of birth. 

MMDDYYYY 

5 County of Residence 
Identifies the patient's county of 

residence. 

Anderson 

Bedford 

Benton 

Bledsoe 

Blount 

Bradley 

Campbell 
_.- 

Cannon 

Carroll 

Carter 

Cheatham 

Chester 

Claiborne 

Clay 

Cocke 

Coffee 

Crockett 

Cumberland 

Davidson 

Decatur 

DeKalb 

Dickson 

Dyer 

Fayette 

Fentress 

Franklin 

Gibson 

Giles 

Grainger 

Greene 

Grundy 
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Inpatient Psychiatric Services Data Dictionary 

tf ENC - REDACTED Data Item Definition Data Description 

Hamblen 

Hamilton 

Hancock 

Hardeman 

Hardin 

Hawkins 

Haywood 

Henderson 

Henry 

Hickman 

Houston 

Humphreys 

Jackson 

Jefferson 

Johnson 

Knox 

Lake 

Lauderdale 

Lawrence 

Lewis 

County of Residence (Cont.) 
Identifies the patient's county of 

residence. 

Lincoln 

Loudon 

Macon 

Madison 

Marion 

Marshall 

Maury 

Meigs 

Monroe 

Montgomery 

Moore 

Morgan 

McMinn 

McNairy 

Obion 

Overton 

Perry 

Pickett 

Polk 

Putnam 

Rhea 

Roane 

Robertson 

Rutherford 
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Inpatient Psychiatric Services Data Dictionary 

ENC - REDACTED Data Item Definition Data Description 

Scott 

Sequatchie 

Sevier 

Shelby 

Smith 

Stewart 

Sullivan 

Sumner 

Tipton 

Trousdale 

Unicoi 

Union 
Van Buren 

Warren 
Washington 

Wayne 

Weakley 

White 

Williamson 
Wilson 

Out of State 
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Inpatient Psychiatric Services Data Dictionary 

ENC - REDACTED Data Item Definition Data Description 

6 State of Residence 
Identifies the patient's state of 

residence. 

Tennessee 

Kentucky 

North Carolina 

Virginia 

Other State 

7 Date of Admission 
Identifies the patient's date of 

admission. 

MMDDYYYV 

g Time of Admission 
Identifies the patient's time of 

admission. 

HH:MM AM or PM 

9 DD Date of Discharge 
Identifies the patient's date of 

discharge. 

MMODYYYY 

.----1.0 NU Number of Uninsured Adult Patient Days 
Identifies the number of uninsured 

patient days. 
,..._, Valid number of days 

11 GE Gender Identifies the patient's reported sex. 

1 Male 

2 Female 

12 RA Race Specifies the patient's reported race. 

2 American Indian and Alaska Native 

13 Asian 

23 Native Hawaiian or Other Pacific Islander 

4 Black or African American 

5 White 

20 Some Other Race Alone 

21 Two or More Races 

13 ETH Ethnicity Identifies whether or not the patient is 

of Hispanic or Latino origin. 

1 Hispanic Origin 

2 Not of Hispanic Origin 
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Inpatient Psychiatric Services Data Dictionary 

I 'nnr 

14 

ENC - REDACTED Data Item Definition Data Description 
4 

MS Marital Status 
Identifies patient's reported marital 

status. 

1 Never Married 

2 Married/Living as a Couple 

3 Separated 

4 Divorced 

5 Widowed 
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Inpatient Psychiatric Services Data Dictionary 

ENC - REDACTED Data Item Definition Data Description 

15 MIS Military Status 

Identifies the condition of being active 

or non-active, an honorably or 

dishonorably discharged veteran in the 

armed forces, no military participation 

or unknown status. 

1 Active Military 

2 None 

3 Veteran 

4 Unknown 

16 PL Primary Language Identifies language that patient uses 

most comfortably to communicate. 

1 English 

2 Spanish 

3 American Sign Language 

4 Other 

17 EMP lab/ Employment Status 
Specifies the patient's employment 

status at admission. 

Full time 

2 Part time 

3 Unemployed 

14 Homemaker 

24 Student 

34 Retired 

44 Disabled 

54 

Hospital patient or resident of other institutions (e.g., 

correctional facilities, nursing homes, mental health care 

facilities, etc.) 

64 Other Reported Classification (e.g. volunteers) 

74 Sheltered/Non-Competitive employment 

98 Not Collected 

18 Al Amount of Income 

Specifies the patient's income in the last 

12 months. "Income" means gross 

income and is the total of earned and 

unearned income used by the Internal 

Revenue Service of the United States of 

America to determine whether an 

income tax return shall be filled. 
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Inpatient Psychiatric Services Data Dictionary 
.
ti d ENC - REDACTED Data Item Definition Data Description 

19 LAA Living Arrangement at Admission 
Specifies patient's residential status at 

time of admission. 

1 Homeless 

2 Foster Home/Foster Care 

3 Residential Care 

4 Crisis residence 

5 Institutional Setting 

6 Jail/Correctional Facility 

17 Private Residence — Independent Living 

27 Private Residence— Dependent Living 

87 Private Residence — Living Arrangement Not Available 

8 Other Residence Status 

37 With family/extended family or with non-relative Should only be used for children 

SBH-KINGSPORT 001895 SBH-KINGSPORT 001895



Inpatient Psychiatric Services Data Dictionary 

ENC - REDACTED Data Item Definition Data Description 

20 NPH Number of People in Household 

Specifies the number of persons in a 

patient's household at admission. A 

household includes all the people who 

occupy a housing unit. A housing unit is 

a house, an apartment, a mobile home, 

a group of rooms, or a single room 

occupied as separate living quarters. 

21 RS Referral Source 
Identifies entity that referred patient 

for hospitalization. 

1 Crisis team 

2 Emergency department 

3 Family 

4 Self 

5 Other 

22 LS 
Identifies the patient's legal status at 

the time of admission. 
Legal Status at Admission 

Voluntary—Self 

2 Voluntary —Others (by guardian, parents, etc.) 

3 Involuntary — Civil 

4 Involuntary — Criminal 

23 PAD Primary Admission Diagnosis (Axis I or II) 
Specifies the patient's current 

diagnoses at admission. 

XXX.XXXX Diagnosis Code 

24 SAD 
Secondary Admission Diagnosis (All Other Axis I or II 

Diagnoses) 

Specifies the patient's current 

diagnoses at admission. 

XXX.XXXX Diagnosis Code 

25 PDD Primary Discharge Diagnosis (Axis I or II) 
Specifies the patient's current 

diagnoses at discharge. 

XXX.XXXX Diagnosis Code 

26 SDD 
Secondary Discharge Diagnosis (All Other Axis I or II 

Diagnoses) 

Specifies the patient's current 

diagnoses at discharge. 

XXX.XXXX Diagnosis Code 
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Inpatient Psychiatric Services Data Dictionary 

mtf ENC - REDACTED Data Item Definition Data Description 

27 LAD Living Arrangement at Discharge 
Specifies patient's residential status at 

time of discharge. 

1 Homeless 

2 Foster Home/Foster Care 

3 Residential Care 

4 Crisis residence 

5 Institutional Setting 

6 Jail/Correctional Facility 

17 Private Residence — Independent Living 

27 Private Residence — Dependent Living 

87 Private Residence — Living Arrangement Not Available 

8 Other Residence Status 

37 With family/extended family or with non-relative Should only be used for children 

28 AFT Aftercare Arrangements 

Identifies number of days from 

discharge that an appointment with a 

community-based provider was 

scheduled for patient. 

Valid number of days (*Use "0" if no appointment was 

scheduled for patient prior to discharge.) 

29 DR Discharge Reason 
Identifies the reason for discharge. 

1 
 Completed inpatient mental health or substance abuse 

treatment 

2 Released by or to courts 

3 

Left against medical advice ('AMA')/ Eloped or failed to 

return from leave/ Non Compliance with treatment and/ 

or policy 

4 Client Choice 

S Extended placement 

6 Death 

7 Discharged to other psychiatric inpatient provider 

8 
Discharged to an acute medical facility for medical 

services 
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,S, HORNE 
CPAs & Business Advisors 

INDEPENDENT AUDITOR'S REPORT 

Members 
Strategic Behavioral Health, LLC 
Memphis, Tennessee 

Report on the Consolidated Financial Statements — Modified Cash Basis 

We have audited the accompanying consolidated financial statements of Strategic Behavioral 
Health, LLC and Subsidiaries (the "Company"), which comprise the consolidated statements of 
assets, liabilities and members' equity on a modified cash basis as of December 31, 2014 and 
2013, and the consolidated statements of revenues and expenses, changes in members' equity and 
cash flows on a modified cash basis for the years then ended, and the related notes to the 
consolidated financial statements. 

Management's Responsibility for the Consolidated Financial Statements — Modified Cash 
Basis 

Management is responsible for the preparation and fair presentation of these consolidated 
financial statements in accordance with the modified cash basis of accounting described in 
Note l; this includes determining that the modified cash basis of accounting is an acceptable 
basis for the preparation of the consolidated financial statements in the circumstances. 
Management is also responsible for the design, implementation and maintenance of internal 
control relevant to the preparation and fair presentation of the consolidated financial statements 
on a modified cash basis that are free from material misstatement, whether due to fraud or error. 

Auditor's Responsibility 

Our responsibility is to express an opinion on these consolidated financial statements based on 
our audits. We conducted our audits in accordance with auditing standards generally accepted in 
the United States of America. Those standards require that we plan and perform the audits to 
obtain reasonable assurance about whether the consolidated financial statements are free from 
material misstatement. 

An audit involves performing procedures to obtain audit evidence about the amounts and 
disclosures in the consolidated financial statements. The procedures selected depend on the 
auditor's judgment, including the assessment of the risks of material misstatement of the 
consolidated financial statements, whether due to fraud or error. In making those risk 
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assessments, the auditor considers internal control relevant to the Company's preparation and fair 
presentation of the consolidated financial statements in order to design audit procedures that are 
appropriate in the circumstances, but not for the purpose of expressing an opinion on the 
effectiveness of the Company's internal control. Accordingly, we express no such opinion. An 
audit also includes evaluating the appropriateness of accounting policies used and the 
reasonableness of significant accounting estimates made by management, as well as evaluating 
the overall presentation of the consolidated financial statements. 

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a 
basis for our audit opinions. 

Opinion 

In our opinion, the consolidated financial statements referred to above present fairly, in all 
material respects, the assets, liabilities and members' equity of the Company as of 
December 31, 2014 and 2013, and its revenues and expenses, changes in members' equity and 
cash flows for the years then ended in accordance with the modified cash basis of accounting 
described in Note 1. 

Basis of Accounting 

We draw attention to Note I of the consolidated financial statements, which describes the basis 
of accounting. The consolidated financial statements are prepared on the modified cash basis of 
accounting, which is a basis of accounting other than accounting principles generally accepted in 
the United States of America. Our opinions are not modified with respect to this matter. 

u 
Memphis, Tennessee 
May 8, 2015 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Consolidated Statements of Assets, Liabilities and Members' Equity - 

Modified Cash Basis 
December 31, 2014 and 2013 

2014 2013 

ASSETS 
Current assets 
Cash and cash equivalents $ - $ 2,271,076 
Patient accounts receivable, net of allowance for doubtful 

accounts of $908,652 at 2014 and $2,544,167 at 2013 14,677,544 13,593,272 
Due from third-party payors 776,604 215,868 
Inventories 102,971 86,741 
Prepaid expenses 1,376,727 1,221,325 

Total current assets 16,933,846 17,388,282 

Property mid equipment 94,518,057 73,426,065 
Less accumulated depreciation (7,555,502) (4,331,553) 

Property mid equipment, net 86,962,555 69,094,512 

Goodwill 45,326,774 45,326,774 

Other assets, net 1,813,441 1,470,620 

Total other assets 47,140,215 46,797,394 

Total assets 151,036,616 $ 133,280,188 

LIABILITIES AND MEMBERS' EQUITY 
Current liabilities 

Book overdraft 864,940 $ 
4,666,667 3,072.422 Current maturities of long-term debt 

Accounts payable 4,130,616 3,294,809 

Accrued expenses 6,046,970 4,694,081 
Accrued distributions to members 1,026,371 155,942 

Total current liabilities 16,735,564 11,217,254 

69,053,333 65,527,959 Long-term debt, less current maturities 

Total liabilities 85,788,897 76,745,213 

Members equity 
Members contributions 45,915,034 45,915,034 
Note receivable for members contributions (63,255) (161,878) 
Retained earnings 19,395,940 10,781,819 

Total members' equity 65,247,719 56,534,975 

Total liabilities and members' equity $ 151,036,616 $ 133,280,188 

See accompanying notes. 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Consolidated Statements of Revenues and Expenses - 

Modified Cash Basis 
Years Ended December 31, 2014 and 2013 

2014 2013 

Revenues 
Patient service revenue (net of contractual allowances 

and discounts) $ 106,680,067 $ 84,341,797 
Provision for bad debts (2,100,378) (3,849,410) 

Net patient service revenue, less provisions for bad debts 104,579,689 80,492,387 

Expenses 
Salaries and benefits 60,619,766 47,276,225 
Professional fees 8,870,831 6,129,697 
Supplies 6,016,083 4,668,386 
Management and incentive fees 1,034,914 754,517 
Depreciation and amortization 3,242,843 2,169,598 
Rent 1,085,786 967,683 
Utilities 1,713,589 1,264,783 
Insurance 801,419 618,143 
Interest 3,202,997 2,693,906 
Property tax 480,990 547,467 
Travel 1,387,043 1,304,452 
Acquisition costs 110,847 619,877 
Other expenses 3,412,473 2,512,386 

Total expenses 91,979,581 71,527,120 

Excess of revenues over expenses - modified cash basis 12,600,108 8,965,267 

See accompanying notes. 
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STRATEGIC BEHAN IORAL HEALTH, LLC. AND SUBSIDIARIES 
Consolidated Statements of Changes in Members' Equity - 

Modified Cash Basis 

Years Ended December 31, 2014 and 2013 

Members 
Contributions 

Note Receivable 
for Members 
Contributions 

Retained 
Earnings 
(Deficits) Total 

Balance, January I, 2013 S 36,915,034 $ (71,616) $ 4,262,617 $ 41,106,035 

Excess of revenues over expenses - 
modified cash basis 8,965,268 8,965,268 

Contributions 9,000,000 - 9,000,00(1 

Note receivable from members (103,185) (103.185) 

Payment on note receivable from members - 12.923 12,923 

Distributions to members - - (2,446,066) (2,446,066) 

Balance, December 31, 2013 45,915,034 (161,878) 10,781,819 56,534,975 

Excess of revenues over expenses - 
modified cash basis - 12,600,108 12,600,108 

Contributions 4000,000 1,000,000 

Redemption of equity (1,000,000) - (1,000,000) 

Payment on note receivable from members 98,623 98,623 

Distributions to members (3,985,987) (3,985,987) 

Balance, December 31, 2014 $ 45,915,034 13 (63,,2_55) $ 19,395,940 $ 65,247,719 

See accompanying notes 
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STRATEGIC BEHAVIORAL HEALTH, LAX AND SUBSIDIARIES 
Consolidated Statements of Cash Flows - 

Modified Cash Basis 

Years Ended December 31, 2014 and 2013 

2014 2013 

Cash flows from operating activities 
Excess of revenues over expenses - modified cash basis $ 12,600,108 S 8,965,268 

Adjustments to reconcile excess of revenues over expenses (modified 
cash basis) to net cash provided by operating activities 
Depreciation and amortization 3,242,843 2,169,598 

Amortization of debt issue costs 231,754 203,496 

Provision for bad debts 2,100,378 3,849,410 

Change in assets and liabilities 
Patient accounts receivable (3,184,650) (6,857,732) 

Due from third-party payors (560,736) (524,786) 

Inventories (16,230) 1,859 

Prepaid expenses (155,402) (455,713) 

Other assets (192,667) (109,971) 

Accounts payable 835,807 2,286,127 

Book overdraft 864,940 - 

Accrued expenses 1,352,889 1,442,932 

Net cash provided by operating activities 17,119,034 10,970,488 

Cash flows from investing activities 
Acquisitions of property and equipment (21,110,886) (18,613,606) 

Acquisition of S131-1-E1 Paso, LLC (24,764,177) 

Net cash used by investing activities (21,110,886) (43,377,783) 

Cash ➢ows from financing activities 
Debt proceeds received 73,720,000 77,030,626 

Repayment of long-term debt (68,600,381) (50,872,843) 

Cash contributions Iron, members 1,000,000 8,896,815 

Payments of debt issbance costs (384908) (482,874) 

Proceeds received on members note receivable for contributions 98,623 12,923 

Redemption of members equity (1,000,000) - 

Cash distributions to members (3,115,558) (2,726,784) 

Net cash provided by financing activities 1.720,776 31,857,863 

Net decrease in cash and cash equivalents (2,271,076) (549,432) 

Cash and cash equivalents, beginning of year 2,271,076 2,820,508 

Cash and cash equivalents, end of year S 2,271,076 

Supplemental disclosure of cash flow inlbrmation 
Cash paid during the year for interest S 3060,969 S 2,706,591 

Supplemental disclosure of non-cash investing and financing activities 

Accmed distributions to members S 1,026,371 S 155,942 

Purchase olmembers contribution by issuance of note receivable S 103,185 

See accompanying notes. 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 1. Nature of Business and Significant Accounting Policies 

Nature of Business 

Strategic Behavioral Health and its subsidiaries (collectively "SBH" or the "Company") provide 
a variety of services for individuals with psychiatric disorders, including emotional and 
behavioral disorders. Services provided include but are not limited to therapy, education, 
nursing and medical services, treatment planning, social skills training and substance abuse 
counseling. At December 31, 2014, SBH operated 8 behavioral healthcare facilities, with over 
600 beds, located in the states of Colorado, Nevada, New Mexico, North Carolina, and Texas. 

The Company's significant accounting policies are summarized below: 

Basis of Presentation 

The Company's policy is to prepare its consolidated financial statements on a modified cash 
basis of accounting. Except as described below, the Company records amounts due from 
patients and third-party payors at the time services are rendered and costs and expenses 
associated with providing services as they are incurred. If an expenditure results in the 
acquisition of an asset having an estimated useful life which extends substantially beyond the 
year of acquisition, the expenditure is capitalized and depreciated or amortized over the 
estimated useful life of the asset. Due to the uncertainty regarding the realization of certain 
enhanced revenue payments received from governmental payors, these payments are recorded as 
revenues when the cash is received without considering the potential uncertainties pertaining to 
any subsequent review by the governmental payors. Additionally, the Company has entered into 
interest rate swap agreements (see Note 3) with a third party, which are recorded on an accrual 
basis whereby cash flows are included in interest expense during the period. However, the 
interest swap agreement is not recorded at fair value at the end of each period as required by 
accounting principles generally accepted in the United States of America. 

Principles of Consolidation 

The accompanying consolidated financial statements include SBH and its wholly-owned 
subsidiaries. All significant intercompany accounts and transactions have been eliminated in the 
consolidation. 

Use of Estimates 

The preparation of consolidated financial statements in accordance with the modified cash basis 
of accounting requires management to make estimates and assumptions that affect the reported 
amounts of assets and liabilities and disclosure of contingent assets and liabilities at the date of 
the consolidated financial statements and the reported amounts of revenue and expenses during 
the reporting period. 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS - MODIFIED CASH BASIS 

Note 1. Continued 

Actual results could differ from those estimates. The amounts recorded as revenues from certain 
governmental payors are subject to future reviews that could result in refunds of the amounts 
previously received. Should any refunds of these amounts occur, they will be presented as a 
reduction of net revenues in the period that the amounts are refunded. 

Cash and Cash Equivalents 

For purposes of reporting cash flows, SBH considers all cash accounts and all highly liquid debt 
instruments with an original maturity of three months or less to be cash equivalents. 

Accounts Receivable, Net 

SBH reports patient accounts receivable at net realizable value after deduction of allowances for 
doubtful accounts. Management determines the allowance for doubtful accounts based on 
historical losses, aging of accounts and cun'ent economic and regulatory conditions. On a 
continuing basis, management analyzes delinquent receivables and, once these receivables are 
determined to be uncollectible, they are written off through a charge against an existing 
allowance account or against earnings. For receivables associated with services provided to 
patients who have third-party coverage, SBH analyzes contractually due amounts and provides 
an allowance for doubtful accounts and a provision for bad debts predominately based on the 
aging of accounts, if necessary. For receivables associated with self-pay patients (which includes 
both patients without insurances and patients with deductible and copayment balances due for 
which third-party coverage exists for the part of the bill), SBH records a provision for bad debts 
based on the age of the accounts. The difference between the standard rates (or the discounted 
rates if negotiated) and the amounts actually collected after all reasonable collection efforts have 
been exhausted is charged off against the allowance for doubtful accounts. 

The Company's allowance for doubtful accounts was 6 percent and 16 percent of patient 
accounts receivable at December 31, 2014 and 2013, respectively. The Company has not 
changed its charity care polices related to discounts for certain uninsured patients during fiscal 
years 2014 or 2013. 

Inventories 

Inventories consist primarily of pharmaceutical supplies and are stated at the lower of cost using 
the first-in, first-out method, or market. 

Prepaid Expenses  

Prepaid expenses are amortized over the period of benefit using the straight-line method. 

Property and Equipment 

Property and equipment is stated at cost. Depreciation is computed using the straight-line 
method over the useful lives of the assets. Assets under capital leases are recorded at the present 

SBH-KINGSPORT 001913 SBH-KINGSPORT 001913



STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 1. Continued 

value of the future minimum rentals at the lease inception and are amortized over the shorter of 
the lease term or the useful life of the related asset. Amortization of assets under capital lease 
obligations is included in depreciation and amortization expense. 

Debt Issue Costs 

Debt issue costs, which include underwriting, legal and other direct costs related to the issuance 
of debt, are capitalized and amortized to interest expense over the contractual term of the debt 
using the effective interest method. 

Lone-Lived Assets 

Lone-lived assets, such as property and equipment, are reviewed for impairment whenever 
events or changes in circumstances indicate that the carrying amount of an asset may not be 
recoverable from the estimated future cash flows expected. The Company will recognize an 
impairment loss when the carrying amount of a lone-lived asset is not expected to be recoverable 
from its undiscounted cash flows. Such a charge is measured by the amount by which the 
carrying amount exceeds the estimated fair value of the asset. No such impairment losses have 
been recognized during 2014 or 2013. 

Goodwill 

The Company's goodwill was recorded as a result of the Company's business combinations. The 
Company has recorded these business combinations using the acquisition method of accounting. 
In 2013, the Company recorded the purchase of SBH-El Paso, which resulted in an addition of 
816,710,662 to previously existing goodwill. During 2012, the Company recorded the 
acquisitions of SBH-Red Rock and SBH-Montevista which resulted in $ 28,616,112 of goodwill. 
There were no business combinations that occurred in 2014. The Company tests its recorded 
goodwill for impairment on an annual basis, or more often if indicators of potential impairment 
exist. The Company first assesses qualitative factors to determine whether the existence of events 
or circumstances leads to a determination that it is more likely than not that the fair value of a 
reporting unit is less than its carrying amount. If, after assessing the totality of events or 
circumstances, the Company determines it is not more- likely-than-not that the fair value of a 
reporting unit is less than its carrying amount, then performing the two-step impairment test is 
unnecessary. Because it was determined that it was not more-likely-than-not that impairment 
existed, the two-step impairment test was not performed and no impairment loss was recognized 
during the years ended December 31, 2014 and 2013. Changes to goodwill for 2014 and 2013 are 
outlined below. 

Balance at Additions to Balance at 
1/1 Goodwill 12/31 

2014 S 45,326,744 $ - $ 45,326,774 
2013 S 28,616,112 $ 16,710,662 5 45,326,774 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 3l, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 1. Continued 

Compensated Absences  

SBH employees are granted both vacation and sick leave. Accumulated time off is accrued at the 
balance sheet date because the employees' right to receive the compensation for the future absences 
is vested. 

Net Revenues 

Other than certain enhanced revenue payments received from governmental payors, net revenues 
are reported at the estimated net realizable amounts from patients, third-party payors and others 
for services rendered. A summary of the basis of reimbursement with major third-party payors 
follows: 

Medicare  

Medicare reimbursement generally is based on the Inpatient Psychiatric Facility 
Prospective Payment System ("IPF PPS"). Under this methodology, the facility is paid on 
the basis of a Federal per diem base rate, limited by a specific target amount per discharge, 
and adjusted annually for such factors as wage index, DRG assignment, rural location and 
other facility-level adjustments. These annual adjustments are subject to frequent changes 
and could impact future reimbursement. In addition to the per diem rate, the IPF PPS 
provides additional payment policies for outlier cases, stop-loss protection, 
Electroconvulsive Therapy ("ECT") treatments and interrupted stays. 

Medicaid  

Services rendered to Medicaid beneficiaries are generally reimbursed on a per-diem rate set 
by each state's division of Medicaid. 

Other 

SBH has also entered into payment agreements with certain commercial insurance carriers, 
health maintenance organizations, and preferred provider organizations. The basis for 
payment to SBH under these agreements includes prospectively determined rates per 
discharge, discounts from established charges and prospectively determined daily rates. 

The laws and regulations under which the Medicare and Medicaid programs operate are complex 
and subject to interpretation and frequent changes. As a part of operating under these programs, 
there is a possibility that government authorities may review SBH's compliance under these laws 
and regulations. Such reviews may result in adjustments to program reimbursement previously 
received and subject SBH to fines and penalties. Although no assurance can be given, 
management believes that it has complied with the requirements of these programs. Due to the 
uncertainty regarding the realization of certain enhanced payments received from governmental 
payors, these payments are recorded as revenues when the cash is received. As of 
December 31, 2014, cost reports for fiscal years 2011 and forward have not been settled. 

10 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS —,MODIFIED CASH BASIS 

Note 1. Continued 

Charity Care 

SBH provides medical care without charge or at a reduced charge to patients that meet certain 
criteria. Because SBH does not pursue collection of amounts determined to qualify as charity, 
these charges are not reported as revenue. 

Advertising Costs 

Advertising costs are charged to operations as incurred. For the years ended December 31, 2014 
and 2013, advertising costs totaled approximately $327,000 and $305,000, respectively. 

Income Taxes 

SBH files a consolidated federal income tax return with its subsidiaries. SBH is structured as a 
limited liability company and therefore does not incur federal income taxes. The federal taxable 
earnings are reported by and taxed to the members of SBH individually. SBH also files composite 
tax returns in several states and makes payments for state income taxes to each of those states on 
behalf of its members. The state payments are reflected as distributions to members on the 
accompanying consolidated financial statements. The Company is subject to excise taxes on 
earnings allocated to the State of Tennessee. The amount of Tennessee excise tax is not considered 
material and accordingly no deferred or current income taxes are reflected in the accompanying 
consolidated financial statements. 

Reclassifications 

Certain reclassifications have been made in the 2013 consolidated financial statements to conform 
with the 2014 presentation. There was no impact in members' equity or changes in members' 
equity, as previously reported. 

11 

SBH-KINGSPORT 001916 SBH-KINGSPORT 001916



STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 34 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 2. Long-Term Debt 

Long-term debt consists of the following at December 31: 

2014 2013 

Credit Facility (See below) 
Term Loan $ 70,000,000 $ 55,670,000 
Construction Loan 6,126,709 
Revolver Loan 3,720,000 6,800,000 

Total Credit Facility 73,720,000 68,596,709 

Other Debt 

Capital lease obligation 3,672 

Total long-term debt 73,720,000 68,600.381 
Less current maturities 4,666,667 3,072,422 

Long-term debt, less current maturities 69,053,333 65,527,959 

In December 2014, SBH entered into a $130 million Credit Facility (the "Credit Facility") with a 
syndicated group of lenders with a maturity date of December 2019. The Credit Facility consists 
of an initial Term Loan of $70 million, a Development Loan (the "Development Loan") of up to 
$50 million and a Revolving Line of Credit (the "Revolver Loan") of up to $10 million. The 
Revolver Loan provides for a sublimit of $2 million for standby letters of credit, of which 
$245,000 was outstanding at December 31, 2014. The Credit Facility also has an accordion option 
in which borrowing limits can be increased by up to $20 million. The purpose of the Credit Facility 
was to increase funds available for growth, as well as refinance substantially all existing debt. 
There is also a commitment fee charged on all unused borrowing capacity equal to a range of .25% 
up to.5% dependent upon amounts of total indebtedness less cash on hand in excess of $2.5 million 
(not to exceed $10 million) factored by adjusted EBITDA ("net leverage ratio"). 

Provisions of the Development Loan require monthly interest payments on advances. Advances 
taken during the year must be aggregated each December 31 (commencing December 31, 2016) 
and converted to term loans in tranches. The term loans will begin amortization on the last day of 
the first quarter following the anniversary of the closing date. Each term loan will be payable in 
quarterly installments of 1.25% of the respective tranche amount. There were no amounts 
outstanding on the Development Loan as of December 31, 2014. 

The Revolver Loan requires monthly interest only payments through maturity with all principal 
due at the maturity date of December 31, 2019. 

12 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 2. Continued 

The interest rates on all the loans under the Credit Facility are based on the net leverage ratio as 
follows: 

Net Leverage Ratio 

Less than 2.50 
Greater than or equal to 2.50 but less 3.00 

Greater than or equal to 3.00 but less 3.50 

Greater than or equal to 3.50 

The interest rate at December 31, 2014 was at 3.67 percent. 

Spread 

30-Day LIBOR + 250 basis points 
30-Day LIBOR + 275 basis points 

30-Day LIBOR + 300 basis points 

30-Day LIBOR + 350 basis points 

The previous debt outstanding at December 31, 2013 required interest on the loans at a variable 
rate equal to the 30-Day LIBOR plus a certain amount of basis points beginning at 350 (3.75 
percent at December 31, 2013). 

The Credit Facility is secured by substantially all of the assets of the Company. 

The terms of the Credit Facility described above requires certain affirmative and negative debt 
covenants including the maintenance of a minimum fixed charge coverage ratio and a maximum 
net leverage ratio. At December 31, 2014 and 2013, SBH was in compliance with all required 
covenants. 

The maturities of long-term debt are as follows: 

Year Ending 
December 31, Amount 

2015 4,666,667 
2016 4,666,667 
2017 4,666,667 
2018 4,666,667 
2019 55,053,332 

Total S 73,720,000 

Note 3. Interest Rate Swaps 

The Company has entered into various interest rate swap agreements to manage interest costs 
and risks associated with changes in interest rates. These agreements effectively convert 
underlying variable-rate debt based on the 30-Day LIBOR to fixed-rate debt through the 
exchange of fixed and floating interest payment obligations without the exchange of underlying 
principal amounts. 

At December 1, 2014 and 2013, the following interest rate swap agreements were in effect: 

13 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 3. Continued 

Description 

Notional 

Value Maturity 

Pay 

Index 

Receive 

Index 

Fair 

Value 

Swaps 

December 31, 2014 Fixed payer 11 4,768,166 June 2017 4.29% 30-Day LIBOR $ (367,155) 
December 31, 2013 Fixed payer 5,069966 June 2017 4.29% 30-Day LIBOR (530,785) 

Swap 2 
December 31, 2014 Fixed payer 19,188,000 June 2017 1.06% 30-Day LIBOR (51,348) 

December 31, 2013 Fixed payer 20,340,000 June 2017 1.06% 30-Day LIBOR (67,942) 

Swap 3 
December 31. 2014 Fixed payer $ 6,080,000 June 2017 .87% 30-Day LIBOR $ 11,601 

December 31, 2013 Fixed payer 6,362,000 June 2017 .87% 30-Day LIBOR 19,585 

Swap 4 
December 31, 2014 Fixed payer 5,337,000 June 2017 .87% 30-Day LIBOR 10,161 

December 31, 2013 Fixed payer 5,581,500 June 2017 .87% 30-Day LIBOR 17,162 

Swap s 
December 31, 2014 Fixed payer 18,911,565 June 2017 .90% 30-Day LIBOR 250 
December 31, 2013 Fixed payer 19,931,973 June 2017 .90% 30-Day LIBOR 7,790 

Swap 6 

December 31, 2014 Fixed payer 45,410,000 May 201.8 2.96% 30-Day LIBOR (309,020) 

December 31, 2013 Fixed payer 45,410,000 May 2018 2.96% 30-Day LIBOR 59,507 

Fair value 
2014 $ (705,511) 

Fair value 
2013 $ (494,683) 

Swap 6 is a forward interest rate swap that becomes effective on July 1, 2017. 

As a result of the interest rate swap agreements, interest expense increased by $590,560 and 

$343,003 in relation to the required debt service for the years ended December 31, 2014 and 

2013, respectively. 

Note 4. Property and Equipment 

A summary of property and equipment follows: 
December 31, 

2014 2013 

Land and improvements S 11,753,592 $ 8,739,753 

Building and improvements 67,254,093 45,839,068 

Fixed and major moveable equipment 9,050,777 7,124,183 

88,058,462 61,703,004 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 4. Continued 

Less accumulated depreciation and amortization 
(7,555,502) (4,331,553) 

80,502,960 57,371,451 

Construction in progress 6,459,595 11,723,061 

Property and equipment, net $ 86,962,555 $ 69,094,512 

Depreciation expense related to these assets for the years ended December 31, 2014 and 2013 
amounted to $3,242,843 and $2,169,598, respectively. The amount of interest capitalized by the 
Company was $89,726 and $223,277 for the years ended December 31, 2014 and 2013, 
respectively. 

At December 31, 2014, the Company had outstanding construction commitments related to 
construction in progress of 58,156,569. 

Note 5. Other Assets 

Other assets at December 31, 2014 and 2013 consisted of the following: 

2014 2013 

Debt issue costs, net of accumulated amortization 
of 5545,431 and $313,677 at December 31, 2014 
and 2013, respectively $ 1,389.672 $ 1,229,820 

Other 423,769 240,800 
$ 1,313,44 1 $ 1,470,620 

Note 6. Leases 

SBH leases certain property and equipment from third parties and related parties under long-term 
operating leases. Total rental expense for all operating leases for the years ended December 31, 
2014 and 2013 was $1,085,786 and $967,683, respectively. Minimum future rental payments 
under non-cancelable operating leases having remaining terms in excess of one year as of 
December 31, 2014 are as follows: 

Year Eliding 
December 31, Amount 

2015 5 659,147 
2016 531,872 
2017 305,215 
2018 358,015 
Thereafter 308,861 

Total 2,163,110 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 7. Patient Accounts Receivable and Net Patient Service Revenue 

Patient Accounts Receivable, Net 

SBH grants credit without collateral to its patients. 
patients and third-party payors is as follows: 

The percentage mix of receivables from 

December 31, 
2014 2013 

Medicare 15% 20% 
Medicaid 30 39 
Cominerc al 47 35 
Self Pay 8 6 

Total 100% 100% 

A summary of the activity in the allowance for doubtful accounts for 2014 and 2013 is as 
follows: 

Accounts 
Balance at Written Balance 
Beginning Additions to Off, Net of End 
of Year Allowance Recoveries of Year 

Allowance for doubtful 
accounts year ended 
December 3I, 2014 $ 2,544,167 $ 2,100,378 $ 0,735,893) $ 908,652  

Accounts 
Balance at Written Balance 
Beginning Additions to Off, Net of End 
of Year Allowance Recoveries of Year 

Allowance for doubtful 
accounts year ended 

December 31, 2013 915,540 $ 3,849,410 $ (2,220,783) $ 2,544,167  
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 7. Continued 

A summary of net revenue, net of the provision for bad debts, for patient services rendered for 
the years ended December 31, 2014 and 2013 is as follows: 

2014 2013 
Amount Percentage Amount Percentage 

Medicare $ 20,754,781 20% $ 15,839,812 20% 
Medicaid 41,051,140 39% 29,150,783 36% 
Commercial 41,920,355 40% 34,713,653 43% 
Self Pay 853,413 1% 788,139 1% 

$ 104,579,689 100% $ 80,492,387 100% 

Patient service revenue, net of contractual allowances and discounts (but before the provision for 
bad debts), recognized in the period from these major payor sources, is as follows: 

Year Ended 
December 31, 2014 

Third-Party Total All 
Payors Self-pay Payors 

Patient service revenue 
(net of contractual allowances and discounts) $ 105,809,514 $ 870,553 $ 106,680,067  

Year Ended 
December 31, 2013 

Third-Party Total All 
Payors Self-pav Payors  

Patient service revenue 
(net of contractual allowances and discounts) $ 83,515,967 $ 825,830 S 84,341,797  

Note 8. Charity Care 

The Company maintains records to identify and monitor the level of charity care it provides. 
These records include the amount of charges foregone for services and supplies furnished under 
its charity care policy. The direct and indirect cost, which includes all operating expenses 
excluding the provision for bad debts, associated with these services cannot be identified to 
specific charity care patients. Therefore, management estimated the costs of these services by 
calculating a ratio of cost to gross charges and multiplying that ratio by the gross charges 
associated with providing care to charity patients. The estimated direct and indirect cost incurred 
is approximately $491,000 and $485,000 for the years ended December 31, 2014 and 2013, 
respectively. 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS— MODIFIED CASH BASIS 

Note 9. Insurance Programs 

SBH purchases professional and general liability insurance to cover medical malpractice claims. 
Management believes that any claims would be substantially covered under its insurance 
program and would not have a significant effect on the consolidated financial statements. 
Nevertheless, the future assertion of claims for occurrences prior to year-end is possible and may 
occur, although not anticipated. 

Note 10. Related Party Transactions 

Dobbs Management Service, LLC ("Dobbs") is a related party entity due to common ownership 
by certain members of SBH. SBH's business formation agreement requires a base management 
fee to Dobbs in an amount not to exceed $5,000 per month. Management fees incurred to Dobbs 
$60,000 for each of the years ended December 31, 2014 and 2013. 

The business formation agreement also requires that guaranteed payments be made to certain 
SBH's members. For the years ended December 31, 2014 and 2013, the amounts of guaranteed 
payments totaled $447,510 and $418,636, respectively, and are included in salaries and benefits 
on the accompanying consolidated financial statements. 

Additionally, the business formation agreement requires that an incentive fee based on a 
percentage of net income be paid to certain members of SBH and Dobbs, respectively. The 
incentive fees for the years ended December 3l, 2014 and 2013 were $974,670 and $754,517, 
respectively. Accrued incentive fees at December 31, 2014 and 2013 were $95,175 and $58,868, 
respectively. 

SBH has declared certain distributions payable to its members as of December 31, 2014 and 
2013 related to income tax distributions. Total accrued distributions to members as of 
December 31, 2014 and 2013 were $1,026,371 and $155,942, respectively. 

The Company allows members from time to time to transact equity transactions in the form of 
secured promissory notes. At December 3l, 2014 and 2013 outstanding amounts receic able from 
members were $63,255 and $161,878, respectively. Interest is charged at a variable rate with the 
principal to be paid in full in May 2015. The Company received $98,623 and $12,923 of 
principal payments related to the notes receivable during 2014 and 2013. respectively. Note 
receivable balances due from members are presented as a component of members' equity on the 
accompanying consolidated financial statements. 

The Company purchases property, casualty, and malpractice insurance coverage from a company 
which is owned by Dobbs. During 2014 and 2013, the Company paid insurance premiums of 
approximately $1,800,000 and $1,500,000, respectively to this party. 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 11. Employee Benefits 

SBH participates in a multi-employer defined contribution 401(k) plan sponsored by Dobbs 
for its eligible employees. Contributions by the Company to the plan for the years ended 
December 31, 2014 and 2013 were $325,859 and $249,221, respectively. 

SBH also provides health insurance benefits to its eligible employees. Health insurance benefits 
provided were $3,635,125 and 52,972,148 for the years ended December 31, 2014 and 2013, 
respectively. 

Note 12. Risks and Uncertainties 

SBH is involved in litigation in the normal course of business. Management is of the opinion 
that likelihood of any financial impact to SBH would be minimal and would be covered by 
insurance. 

The amounts of certain enhanced revenues received from certain governmental payors are 
subject to future reviews that could result in refunds of the amounts previously received. Should 
any refunds of these amounts occur, they will be presented as a reduction of net revenues in the 
period that the amounts are refunded. 

51131-1 maintains cash deposits that are at times in excess of FDIC insurance limits. The Company 
has not experienced any losses as a result of this concentration. 

Note 13. Acquisition 

On May 19, 2013, the Company entered into an asset purchase agreement with Universal Health 
Services, Inc. ("UHS") for the purchase of substantially all of the net assets and assumption of 
certain liabilities of Peak Behavioral Hospital. The Company's acquisition was based on 
management's belief that the Santa Teresa, New Mexico location is complementary to the 
Company's existing business and provides a base for further growth. The total original purchase 
price was $24,000,000. 

The Company's acquisition was recorded by allocating the cost of the acquisition to the assets 
acquired, including intangible assets and liabilities assumed based on their estimated fair values 
at the acquisition date. The excess of the cost of the acquisitions over the net amounts assigned to 
the fair value of the assets acquired, net of Liabilities assumed, was recorded as goodwill. The 
following table summarizes the valuation: 

Assets 

Accounts receivable $ 2,389,688 
Inventory 20,669 
Prepaid expenses and other assets 24,927 
Property and equipment 5,988,588 
Goodwill 16,710,662 

Assets acquired 25,134,534 
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STRATEGIC BEHAVIORAL HEALTH, LLC AND SUBSIDIARIES 
Years Ended December 31, 2014 and 2013 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS — MODIFIED CASH BASIS 

Note 13. Continued 

Liabilities 

Accounts payable 85,309 
Accrued expenses 285 048 

Total liabilities 370,357 

Net assets acquired $ 24,764,177 

The difference between the original consideration paid of $24,000,000 and assets acquired of 
$24,764,177 was $764,177 and represented a subsequent working capital adjustment paid to 
UHS. 

During 2014 and 2013, the Company recorded expenses of approximately $111,000 and 
$620,000, respectively, related to costs incurred in this and other potential acquisitions. The 
acquisition costs were primarily related to legal and professional fees and other costs incurred in 
performing due diligence. 

Note 14. Subsequent Events 

SBH has evaluated, for consideration of recognition or disclosure, subsequent events that have 
occurred through May 8, 2015, the date the consolidated financial statements were available to 
be issued and has determined that no significant events have occurred subsequent to 
December 31, 2014 but prior to May 8, 2015, that would have a material impact on its 
consolidated financial statements. 
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Overview 

On December 13, 2013, SBH-Kingsport, LLC ("SBH") submitted a Certificate of Need ("CON") 
application to Tennessee Health Services and Development Agency ("HSDA") seeking approval 
for the establishment of a new 72 bed free standing mental health hospital and initiation of 
inpatient psychiatric and substance abuse services in Kingsport, Sullivan County, Tennessee. The 
proposed mental health hospital will include 28 inpatient beds for psychiatric care for children 
ages 5-17, 18 inpatient beds for adult psychiatric care for adults ages 18-64, 16 inpatient beds for 
geropsychiatric care for ages 55+, and 10 adult chemical dependency beds. SBA also proposes 
partial hospitalization and outpatient programs. The total project cost is S11,717,915.00, 

SBIl's proposed service area includes the counties of Sullivan and Hawkins in Tennessee, and 
Wise, Scott and Lee in southwestern Virginia. 

The following considerations support approval of the SBH project: 

➢ Tennessee has an inadequate supply of state-funded behavioral health beds, which places 
additional demands on private hospitals to meet the needs of residents. 

➢ Inpatient behavioral health resources for children end adolescents are particularly scarce 
throughout the state and in Northeastern Tennessee where SHIA proposes to locate its 
project. 

➢ Eastern Tennessee, generally, and Sullivan County, specifically, have seen a significant 
reduction in the number of available psychiatric beds. 

o Lakeshore Mental Health Institute, the state operated facility with 250 licensed 
beds serving a multicounty area in Eastern Tennessee, which included. Hawkins 
and Sullivan Counties, closed on June 30, 2012. 

o Indian Path Pavilion, which was licensed for 61 psychiatric beds, was closed by 
Mountain States Health Alliance ("PASHA") in 2009, with 9 of its beds 
transferred to Woodridge Hospital in Johnson City, Washington County. Both 
Indian Path Pavilion and Woodridge Hospital were part of the Mountain States 
Health Alliance. 

➢ There are no inpatient psychiatric beds in Hawkins County or the three Virginia Counties 
io S13H's service area. Sullivan County, which is Tennessee's ninth largest county, is 
served by single 12-bed acute hospital based adult psychiatric unit at Wellmont Bristol 
Regional Medical Center in Bristol, which is located at the northeastern edge of Sullivan 
County. 

➢ The SBH project is consistent with the Tennessee Guidelines for Growth for Psychiatric 
Inpatient Services. The proposed 72 psychiatric and chemical dependency beds are 
needed under the quantitative methodology set forth in the Guidelines for Growth, and 
the project satisfies the other service-specific criteria. 
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➢ The SHH project is needed to address the limited availability behavioral health treatment 
services in the service area, as described in the letters of support accompanying the SBH 
application and in testimony at the HSDA Meeting at which the SBH project was 
considered. 

➢ The SBH project is consistent with the Five Principles for Achieving Better Health in 
Tennessee's Comprehensive Health Plan. 

➢ The SBH project demonstrates economic feasibility in the short and long term. 

➢ The SBA project will contribute to the orderly development of adequate and effective 
health care services and facilities. 

The HSDA denied the SBH CON application (based on a tie vote) on Jane 25 2014. SBH is 
appealing its denial and is being opposed by Mountain States Health Alliance ("MSHA"), winch 
operates Woodridge Hospital ("Woodridge). An administrative hearing is scheduled for July 
2015. 

SCOPE OF THIS REPORT 

I am the President of Sullivan Consulting Group, Inc., which was retained by Baker Donelson to 
evaluate independently the need for the S514 project and the consistency of the project with 
Tennessee CON review statutory criteria and the applicable provisions in the Guidelines for 

Growth. 

I was not involved in the preparation of the original CON application or supplemental 
information submitted by SBH in connection with this project. A copy of my resume is included 
as Exhibit 1 to this report. A listing of the information that I have reviewed in the preparation of 
this report is included as Exhibit 2. 

In addition, I also have been engaged to respond to the reports of any expert(s) retained by 
MSHA that relate to health planning issues. As of this date, no such report has been produced by 
MSHA. 

BACKGROUND  

Access to appropriate mental health treatment is a significant problem nationally and in 
Tennessee. According to the National Alliance on Mental Illness, approximately 60 percent of 
adults and almost one-half of youth ages 8 to IS with a mental illness received no mental health 
services in the previous year. See Exhibit 3. Many local officials in Northeastern Tennessee, 
including the MSHA's Chief Executive Officer Alan Levine, agree that access to mental health 
and addiction treatment services are a major problem in Northern Tennessee and Southwestern 
Virginia. See Deposition of Alan Levine, pp. 11-16 and Exhibit 24., 
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Based on data from the Substance Abase and Mental Health Services Administration 
("SAMSHA"), Tennessee has a rate of serious mental illness that is above the national average. 
See Exhibit 4. Tennessee ranked 44th  among states for the rate of adults with mental illness and 
42"4  for children with emotional behavioral developmental issues. Tennessee also ranked 43"I  
with respect to adults with mental illness who are uninsured. See Exhibit 4. 

Historically, a core element of mental health treatment has been state run facilities that serve. 
patients with the most serious mental illness; however, the resources at the state level have 
declined precipitously over the last several decades as a result of budgetary pressures and efforts 
to avoid long-term institutionalization of severely mentally patients. 

A report by the Treatment Advocacy Center highlights the extent of this decline and its 
consequences. See Exhibit 5. Among the findings from this report: 

• The number of state psychiatric beds decreased by 14% from 2005 to 2010. In 2005, there 
were 50,509 state psychiatric beds available nationwide. By 2010, the number had shrunk to 
43,318. 

• Tennessee closed 462 psychiatric beds between 2005 and 2010 and has a rate of 9.7 public 
psychiatric beds per 100,000 population, which is only 69% of the national rate of 14.1. The 
ratio today is even lower because Lakeshore Mental Health Institute (LMHI) and its 250 
psychiatric beds closed on Tune 30, 2012. 

The consequences of these bed closures include the following. 

• Nationwide, closures reduced the number of beds available in the combined 50 states to 28% 
of the number considered necessary for minimally adequate inpatient psychiatric services. 

• A minimum of 50 beds per 100,000 population, nearly three times the current bed 
population, is a consensus target for providing minimally adequate treatment. (Tennessee has 
less than 20% of this target ratio.) See Exhibit 6. 

• In the absence of needed treatment and Care, individuals in acute or chronic disabling 
psychiatric crisis increasingly gravitate to hospital emergency departments, jails, and prisons, 
which experience significant negative impacts including. 

o Hospital emergency departments are so overcrowded that some acutely ill patients 
wait days or even weeks for a psychiatric bed to open so they can be admitted; 
some eventually are released to the streets without treatment. 

o Law enforcement agencies find service calls, transportation, and hospital security 
for people in acute psychiatric crisis creating significant, growing demands on 
their officers and straining public safety resources. 
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o Jails and prisons are increasingly populated by individuals with untreated mental 
illness with some facilities reporting that one-third or more of their inmates are 
severely mentally ill. 

• A statistically significant inverse association emerged between lower state-hospital 
spending and higher rates of arrest-related deaths. 

• A statistical trend emerged between public hospital bed populations and certain violent 
crimes, including homicide. States that closed more public psychiatric beds between 2005 
and 2010 experienced higher rates of violent crime generally and of aggravated assault in 
particular (2010 data). A trend-level association between lower per capita hospital 
expenses and higher rates of aggravated assault also was found. 

The National Alliance on Mental Illness conducted an analysis in 2009 to "grade" each state in 
terms of resources available to treat patients with serious mental illness, which updated a 
previous report card perfonned in 2006. The grades were based on 65 factors divided into four 
categories. See Exhibit 7. Tennessee's grade actually fell from a "C" to a "D" between 2006 and 
2009, which was before the closure of LMHI in 2012. 

The National Health Policy Forum undertook a study of the decreasing supply of acute mental 
health services in this United States. Institution-based treatment resources are, in fact, 
contracting, but this reduction in inpatient psychiatric services is not being balanced by the 
development of strong, comprehensive community-based systems of care. The number of 
dedicated psychiatric hospital beds has dropped dramatically over the last decade, and many 
communities report serious constraints in inpatient psychiatric capacity. New outpatient models 
are being developed, but they have not been implemented at the scale necessary to compensate 
for the decrease in inpatient beds. See Exhibit 8. 

This National Health policy Forum study defines "acute mental health care" as "a short-term 
response to the urgent needs of an individual experiencing a mental health crisis." These patients 
are most often treated in psychiatric units of general acute care hospitals or private freestanding 
psychiatric hospitals. The study documents a significant decline in the number of psychiatric 
beds in both of these settings beginning in the 1990s due to a variety of factors including 
reimbursement limitations, governmental policy changes, and the availability of psychiatrists to 
attend inpatients receiving treatment. 

SBII's proposed service area minors this national trend of a decreasing supply of inpatient 
psychiatric bed supply. LMIII, prior to its closure, was the Regional Mental Health Institute 
designated to serve a 24 county catchment area in East Tennessee that included the counties of 
Hawkins and Sullivan. After LMHI closed, the Tennessee Department of Mental Health and 
Substance Abuse Services ("TDNIHSAS") expanded its contracts with three private psychiatric 
hospitals to provide services to uninsured persons in the region. Only one of these, Woodridge, is 
located in Northeastern Tennessee, and none of these facilities is located in service area proposed 
for this project. These three inpatient psychiatric facilities are Woodridge located in Johnson City 
(Washington County), Ridgeview Psychiatric Hospital and Center in Oak Ridge (Anderson 
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County), and Peninsula Hospital in Louisville (Blount County). No inpatient psychiatric facility 
in Sullivan County has a contract with TDMHSAS. 

Moccasin Bend Mental Health Institute, located in Chattanooga, TN, is currently the designated 
Regional Mental Health Institute to serve the 24 counties previously served by LMHI. The 
distance from Kingsport to Chattanooga is more than 200 miles, which makes accessing state 
mental health facilities extremely difficult for residents of Sullivan and surrounding counties. As 
a result, Tennessee residents, generally, and residents of Northeastern Tennessee, specifically, 
are more dependent on private psychiatric hospitals than many other states. While Woodridge 
has a contract to serve some of the patients previously treated by LMHI, it has only 84 beds to 
serve uninsured patients who previously were treated in state facilities as well as private patients 
in Northeastern Tennessee. 

The TerniCare Program is seeking to fill part of this gap in state mental health resources by 
expanding its "Patient Centered Medical Home" concept to incorporate patients with severe and 
persistent mental illness requiring long-term treatment. This program seeks to emphasize 
outpatient and community-based resources that may address some of the needs of patients 
requiring long-term treatment; however, it will not eliminate the needs of behavioral health 
patients requiring acute inpatient admission during crisis or when short-term intensive 
interventions are necessary. 

Frontier Health, which provides crisis response and community-based psychiatric and addiction 
treatment services throughout Northeast Tennessee and Southwestern Virginia, has an adult 
crisis stabilization unit in the SBH service area may be considering opening a similar unit for 
adolescent patients. While such a center would provide another needed resource in the 
community, these facilities are designed to hold patients for up to 72 hours while waiting for 
placement in a psychiatric hospital facility. These crisis centers do not supplant the need for the 
more comprehensive and intensive services that a psychiatric hospital provides. 

In addition to the loss of state sponsored beds, the inventory of private psychiatric beds has also 
declined in recent years specifically in Sullivan County where SBH proposes to locate its project. 
In 2009, Indian Path Pavilion, a psychiatric facility in Kingsport with 61 licensed psychiatric 
beds closed.' With this closure, Wellmont Bristol Regional Medical Center ("Wellmout 
BRMC") is the only provider of inpatient psychiatric services in SBH's service area, but it 
operates a single, 12-bed adult psychiatric unit. There are no psychiatric beds in SHIT's service 
area that are designated for children, adolescents, older patients, or those with chemical 
dependency. 

The USDA staff noted in the Staff Summary prepared in connection with the SBH application, 
"According to a US Department of Health and Human Services, Assistant Secretary for Planning 
and Evaluation (ASPE) Office of Health Policy Research Brief the Affordable Care Act, 
building on the Mental Health Parity and Addiction Equity Act, will expand coverage of mental 
health and substance use disorder benefits and federal parity protections in three distinct ways (1) 
Essential Health Benefits (2) Parity in Individual and Small Group Markets (3) Increasing 

As noted previously, MSHA, which operated holian Patti PAViii011, received CON approval to transfer 9 of the 
closed beds to WII. 
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Access to Quality Health Care." See Application Summary, p.8. The ASPE Brief states 
specifically: "The Affordable Care Act will provide one of the largest expansions of mental 
health and substance use disorder coverage in a generation. Beginning in 2014 under the law, all 
new small group and individual market plans will be required to cover ten Essential Health 
Benefit categories, including mental health and substance use disorder services, and will be 
required to cover them at parity with medical and surgical benefits.' See Exhibit 9. Lack of 
insurance has been a significant barrier to utilization of mental health services. The expansion of 
insurance coverage will positively impact demand for all types of treatment, including the 
inpatient psychiatric and chemical dependency services proposed by 81311. 

The picture that emerges from these facts is that Northeastern Tennessee has seen a significant 
decline in available psychiatric inpatient bed capacity, and a limited number of psychiatric beds 
remain to address the behavioral health needs of its large and growing number of residents with 
behavioral health problems. 

The Frameworlc for Tennessee's Comprehensive State Health Plan 
Five Principles for Achieving Better Health 

The following Five Principles for Achieving Better Health serve as the basic framework for the 
State Health Plan. After each principle, the applicant states how this application supports the 
principle, if applicable. 

1. Healthy Lives 
The purpose of the State Health Plan is to improve the health of Tennesseans. Every 
person's health is the result of the interaction of individual behaviors, society, the 
environment, economic factors, and our genetic endowment. The State Health Plan serves 
to facilitate the collaboration of organizations and their ideas to help address health at 
these many levels. 

The primary purpose of SBIFs project is to improve access to behavioral health services, and as 
a result, improve the overall health of its service area residents. Mental illness is often a 
debilitating condition and can often result in other <morbid conditions. SBH will offer a 
comprehensive treatment setting to provide direct treatment as needed and coordinate with other 
resources in the community to ensure that patients receive ongoing care in the most appropriate 
setting. 

2. Access to Care 
Every citizen should have reasonable access to health care. Many elements impact ones 
access to health care, including existing health status, employment, income, geography, and 
culture. The State Health Plan can provide standards for reasonable access, offer policy 
direction to improve access, and serve a coordinating role to expand health care access. 

As noted in the prior response, SBH's project is intended to improve access both from a 
geographic and a programmatic standpoint. There is a single 12-bed psychiatric unit in Sullivan 
County in Bristol, Tennessee. Since the closure of Indian Path Pavilion, neither Kingsport nor 
any other county in the service area has an inpatient psychiatric provider. Most patients are 
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traveling outside the service area for inpatient psychiatric care. This project will significantly 
enhance geographic access. 

WeIlmont Bristol Regional Medical Center, the only service area provider, offers only adult 
psychiatric services. SBH proposes to offer services for all age groups as well as a chemical 
dependency unit. Access to child and adolescent services, in particular, is limited with only a 12-
bed unit at Woodridge in Johnson City, Washington County, Tennessee. SBIl's 28-bed child and 
adolescent unit will provide a needed expansion in capacity in the region's largest county. 

3. Economic Efficiencies 
The state's health care resources should be developed to address the needs of Tennesseans 
while encouraging competitive markets, economic efficiencies and the continued 
development of the state's health care system. The State Health Plan should work to 
identify opportunities to improve the efficiency of the state's health care system and to 
encourage innovation and competition. 

The SBH project directly advances this goal by providing a comprehensive facility under the 
direction of an experienced operator. Competition is severely lacking in Northeastern Tennessee, 
with all of the psychiatric beds controlled by either the Wellmont or the MSHA organizations, 
Wallin= and MSHA have announced plans to pursue a merger, which will further decrease the 
competitive market for behavioral health care. SBH has the experience and resources in compete 
effectively in this market. 

4. Quality of Care 
Every citizen should have confidence that the quality of health care is continually 
monitored and standards are adhered to by health care providers. Health care providers 
are held to certain professional standards by the state's licetisure system. Many health care 
stakeholders are working to improve their quality of care through adoption of best 
practices and data-driven evaluation. 

SBH describes in its application the quality of its services at other facilities it operates and its 
commitment to offer quality services at its proposed Kingsport facility. 

5. Health Care Workforce 
The state should support the development, recruitment, and retention of a sufficient and 
quality health care workforce. The state should consider developing a comprehensive 
approach to ensure the existence of a sufficient, qualified health care workforce, taking into 
account issues regarding the number of providers at all levels and in all specialty and focus 
areas, the number of professionals in teaching positions, the capacity of medical, nursing, 
allied health and other educational institutions, state and federal laws and regulations 
impacting capacity programs, and funding. 

SBH's project will contribute to this goal by bringing a number of needed behavioral health 
professionals to staff its facility. Child/Adolescent psychiatrists are in particularly short supply in 
Tennessee and nationally. SSA proposes to recruit Child/Adolescent psychiatrists to its facility 
along with a number of clinical professionals that will enhance availability of quality workforce. 
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CRITERIA USED FOR REVIEW.  

I. NEED. 

The health care needed in the area to be served may be evaluated upon the following, factors: 

a) The relationship of the proposal to any (aiming applicable plans (e.g., the 
State Health Plan); 

The applicable State Health Plan is Tennessee's Health Guidelines for Growth, Criteria and 
Standards far Certificate qf Need, 2000 Edition (Guidelines for Growth), which, among other 
things, sets forth service-specific standards and criteria for inpatient psychiatric services. The 
Preface to the Guidelines for Growth states: 

Certificate of Need applications are reviewed by the Health Facilities 
Commission hi accordance with three major criteria: need, economic feasibility, 
and contribution to the °trimly development of adequate and effective health care. 
The following criteria and.  tandards do not supersede the code section in env 
way and are meant to provide additional guidance to assist the Commission in  

its review of CON applications. [p.1] [Emphasis added.] 

The Health Facilities Commission has been replaced by the HSDA, but the purpose of the 
Guidelines for Growth remains clear: the criteria and standards assist in the evaluation of 
applications, but are not mandatory. 

Regardless, it is undisputed that, on several occasions in recent years, the USDA has approved 
projects that were not in conformity with the determination of beds need calculated under the 
Guidelines for Growth, including projects for psychiatric beds, and that these approvals either 
went unchallenged or have been upheld on appeal. A June 13, 2014 memorandum from Sandra 
Ember-Grove of TDMHSAS regarding the 813H project stated: 

"As mentioned in reports for other CON applications, the Guidelines for Growth 
publication specifies a liwinulet of thirty (30) beds per a population of one hundred 
thousand (100,000) to determine the need for inpatient psychiatric beds. As also 
mentioned in those reports, in practice, application of the formula has often resulted, 
bur does not always result, in an underestimation of the number of inpatient psychiatric 
beds needed due to the impact of other factors on bed utilization, including: the 
willingness of the provider to accept emergency involuntary admissions; the extent to 
which the provider serves the Term Care population and/or the indigent population; and 
the number of beds designated as "specialty" beds (gero-psychiatric units or units 
established to treat patients with specific diagnoses). These factors limit the availability 
of beds for the general population, as well as for specialty populations, depending on 
how the beds are distributed. Additional factors include ialdng into consideration not 
only the number of existing beds in the proposed service area, but the utilization of 
those beds and the TDMHSAS'strong support for serving people, if and when possible, 
in the community in which they live to increase the potential involvement of family, the 
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individual's support system, and access to other needed services, including aftercare 

serreces."See TDMHSAS Memorandum, p. 5. 

With this foundation the following discussion evaluates the need for, economic viability of, and 
contribution to the orderly development of health care by the SBH project, Among other 
relevant considerations are the Guidelines for Psychiatric Inpatient Services. 

SERVICE SPECIFIC CRITERIA AND STANDARD REVIEW: 
PSYCHIATRIC INPATIENT SERVICES 

A. Need 

I. 'Ike population-based estimate of the. total need for psychiatric inpatient Sett' is 30 beds 

per /00,000 general population (using population estimates prepared by the Department of 

Health and applying the data in joint Annual Reports). 

The guideline of 30 beds per 100,000 total population was established many yearS ago, prior to 
the closure of the Tennessee psychiatric beds described above, and as noted by TDMHSAS, it 
does not consider the unique needs of various age groups in the population for inpatient 
psychiatric services. 5131-'s application seeks to develop a comprehensive behavioral health 
hospital that will serve individuals across the age spectrum with both psychiatric and substance 
abuse disorders. This report will address need using the 30 beds per 100,000 guideline as well as 
other considerations that impact the need for the services proposed. 

Service Area 

The Guidelines for Gtrotrth do not define designated planning areas for the determination of need 
for inpatient psychiatric services. As a result, the starting point for need determination is the 
service area that the applicant presents for its proposal. The SBH application describes a five-
county service area that includes Hawkins and Sullivan County in Tennessee and Lee, Scott, and 
wise Comities in Virginia. SBH will be located in Sullivan County and the remaining counties 
adjoin Sullivan County and do not have an inpatient psychiatric provider. See 'Exhibit HI 

MSHA has asserted that SEIFf should have included at least Washington County, Tennessee, in 
its service area. MI-ISA noted that Woodridge was the largest provider of inpatient psychiatric 
services to residents in Sullivan and Hawkins Counties, and Washington County, Tennessee also 
shares economic ties with Sullivan County. At the HSDA Meeting a MSHA representative 
proposed using a 35-mile radius around Kingsport to define S131-I's service area. See Transcript, 
pp. 53-54. 

TDMEISAS in its reviewing agency report noted that because SBH was including some Virginia 
counties in its service area it therefore should have included the City of Bristol, Virginia and its 
28-bed psychiatric facility in its service area, although not the population of Bristol and the 
surrounding Washington County, Virginia. The HSDA Staff analyzed need from the perspective 
of Woodridge's current service area based on the fact that Woodridge was the principal facility 
serving psychiatric patients from SBils service area. Woodridge's draw from SBH's service 
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area is not surprising given that it is the only facility offering a comprehensive range of 
psychiatric services in the Northeastern Tennessee region. The HSDA Staff calculated the need 
for psychiatric beds in Woodridge's service area, which included Sullivan, Washington, Greene, 
Carter, and Hawkins County in Tennessee, but it gave no consideration to Virginia counties 
which SBFI proposes to serve. Most importantly, the HSDA analysis did not consider whether 
SBH would in fact draw material numbers of patients from all of these counties. 

All of these attempts to redefine SBH's service area are problematic. A service arca must be 
defined from the perspective of the applicant's proposal, i.e., what is the area from which the 
project will draw the significant majority of the patients it proposes to serve. Geography alone 
does not establish a service area. It is not uncommon for a hospital's service area to exclude one 
or more contiguous counties based on a number of factors including the presence of a large 
provider in a contiguous county, relationships with referring health professionals, travel access, 
and historical health care migration patterns, among others 

Some of these factors are relevant to SBH's project. SBH's location in Kingsport is not as 
readily available to most residents in Washington County as Woodridge's Johnson City location. 
Moreover, Woodridge is an 84-bed freestanding hospital that has been long established with 
defined referral patterns. Woodridge offers programs serving the same age groups that SBH 
Proposes to serve. More importantly, Woodridge is part of MSHA, which is a major provider of 
health care services in Washington County and throughout Northeastern Tennessee and 
Southwestern Virginia.2  MSHA operates Johnson City Medical Center, which is the major 
provider of acute care services in Washington County and the source of a significant number of 
inpatient psychiatric referrals. MSHA also has employed physicians located through the region_ 
For all of these reasons, it is not likely that significant numbers of psychiatric patients will leave 
Washington County for services in Kingsport. SBH will be a new facility in a different location 
that will establish relationships with a different set of referral sources than Woodridge. It would 
not be reasonable to expect that SBH's service area to be identical to Woodridge's service area. 

The experience of other hospital providers in Sullivan County also supports SBH's proposed 
service area definition. HealthSotith Rehabilitation Hospital in Kingsport is a specialty hospital 
that in 2013 received 91.0% of its admissions from residents of Sullivan, Hawkins, and certain 
Virginia counties. Only 32 patients, which was 3.8% of HealthSonth's total patients, were 
Washington County, Tennessee residents, which is likely due to the fact that MSHA operated 
Quillen Rehabilitation Hospital in Johnson City, a situation analogous to what SBFI will face. 
See Exhibit 11. 

Indian Path Medical Center in Kingsport was previously owned by HCA. In a CON application 
for Indian Path Medical Center (CN 9606-042) HCA defined Indian Path's primary service area 
as the same five counties that SBH identified as its proposed service are& Sec Exhibit HA. 

Indian Path Medical Center, which is now the MSHA acute care hospital located in Kingsport, 
had similarly limited reliance on Washington County, Tennessee. In 2013, Indian Path Medical 

As discussed in more detail below, MSHA is seeking a merger wilts the other large health system in Northeastern 
Tennessee, Welirnont Health System. If consummated, Ibis merger will create an organization with significant 
presence in all aspects of health cure delivery in the nren. 

10 

SBH-KINGSPORT 001936 SBH-KINGSPORT 001936



Center received 92.1% of its admissions from residents of Sullivan, Havddris, and Virginia 
counties. Washington County, Tennessee residents represented only 4.7% of its total inpatient 
discharges. See Exhibit 12. Indian Path Medical Center's service area was defined in NISHA's 
2012 Social Responsibility Plan as Sullivan and Hawkins County in Tennessee, and Wise, Scott, 
Lee, and Dickenson Counties in Virginia. See p. 175 of MSHA's 20/2 Social Responsibility 
Plan, which is included as Exhibit 12A. 

Wellmont Holston Valley Medical Center, the largest acute care provider in Kingsport, received 
86.5% of its 2013 admissions from Sullivan and Hawkins Counties in Tennessee, and Scott, 
Wise, and other counties in Virginia. Only 5.7% of its inpatients were residents of Washington 
County, Tennessee. See Exhibit 13. 

Wellmont Bristol Regional Medical Center (Wellmont BRMC"), the only provider of psychiatric 
services in Sullivan County, is located on the county's northeastern edge near the Virginia 
border. Based on patient origin data obtained from NISI-IA in discovery, Wellmont BRMC's 
psychiatric and substance abuse patient origin data indicate how service areas wily even within 
the same county. The largest source of psychiatric patients for BMW in 2013 was Washington 
County Virginia which represented 31.1% of its 2013 total discharges. Sullivan County, where 
it is based, provided only 21.9% of its 2013 psychiatric discharges. Of Wellmont BRMC's total 
psychiatric discharges, only 42.1% were residents of any of the five counties in SBH's service 
area. Washington County, Tennessee provided only 0.8% of its total psychiatric and substance 
abuse patients. See Exhibit M. 

The HSDA has accepted applicants' service area definitions that excluded contiguous counties in 
recent CON reviews that resulted in CON approvals. As an example, TrustPoint Hospital in 
Rutherford County, Tennessee, which is an existing provider of psychiatric and rehabilitation 
hospital services, recently applied for an expansion of its psychiatric bed capacity, which the 
HSDA approved. A copy of this CON application is included as Exhibit 15. TrustPoint defined 
its service area as Rutherfbrd and Bedford Counties and excluded the contiguous counties of 
Davidson and Williamson. Both Williamson and Davidson have large existing psychiatric 
providers. In het, TrustPoint's application presented historical patient origin data that indicated 
that Davidson County was the second largest source of its admissions, yet its defined service area 
was employed by die HSDA in assessing need. Both Bedford and Rutherford Counties were also 
included as part of Rolling Hills Hospital's primary service area in CON application CH 1312-
051. See Exhibit 15A. Rolling Hills is a psychiatric hospital located in Williamson County, 
Tennessee, which is contiguous to Rutherford County as well as Davidson County. 

Based on all of these considerations, SBH's service area of Sullivan and Hawkins County in 
Tennessee and Lee, Scott, and Wise Counties in Virginia is a reasonable basis on which to 
determine the need for a new behavioral health facility located in Kingsport. 

Population 

SBH's service area comprises a large population base to support a new behavioral health 
hospital. Sullivan County, with an estimated 2015 population of 159,494, has the ninth largest 
county population in Tennessee. See Exhibit 16. The SBH service area has an estimated 2015 
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total population of 305,755, which is projected to increase to 308,830 by 2019. See  Exhibit 17. 
Approximately 71% of the service area population resides in the two Tennessee counties. The 
specific demographic trends in the service area population are addressed in more detail below. 

Planning Horizon 

2015 will serve as the base year in my analysis and 2019 will be the end of projection period for 
purposes of need determination. 

Thiel Psychiatric Bed Need 

Exhibit 18 presents the need for total psychiatric beds in the SBH service area based on the 
Guidelines for Growth's 30 beds per 100,000 formula applied to the total service area 
population. Based on this approach, there is a need for a total of 92 psychiatric beds in 2015 
increasing to 93 in 2019 in the SBH service area. Subtracting the 12 existing psychiatric beds at 
Wellmont BRMC results in a net need for 80 additional psychiatric beds in 2015 and 81 
additional psychiatric beds in 2019. The SBH request for a total of 72 beds is consistent with 
this need calculation. 
The following responses identify the need by various age groups that SBH proposes to serve. 
There is no reason to expect that need for inpatient psychiatric services wilt be evenly distributed 
across all groups in the population. These quantitative age•specific calculations must be 
supplemented by consideration of specific needs in each community identified by qualitative 
analysis. 

2. For adult programs, the age group of 18 years d older should be used in calezdathig the 
estimated total number of beds needed. 

Exhibit 19 provides the psychiatric bed need projections for the service area population age 18 
to 64 years. In 2015 the total adult need is 56 beds, which increases to 57 beds in 2019. 
Subtracting the 12 beds at Wellmont BR1vIC, which are dedicated to adult services, results in net 
need for 44 adult beds in 2015 and 45 adult beds in 2019. SBH proposes a total of 28 adult beds 
(18 psychiatric and 10 chemical dependency beds), which is consistent with this calculated need. 

3. For child inpatient under age 13, and if adolescent program the age group of 13-17 should 
be used. 

Given that SBH proposes to serve children and adolescents, the population under age 18 was 
included in this need determination. As reflected in Exhibit 20, there is a projected need for 17 
child and adolescent psychiatric beds in 2015 and 15 beds in 2019. S311 is proposing 28 child 
and adolescent beds. Despite the quantitative determination under the formula, the development 
of 28 child and adolescent beds appears appropriate for several reasons. 

First, the only psychiatric beds for child and adolescent patients in Tennessee north and east of 
Knoxville are in a 12-bed unit at Woodridge in Johnson City. Based on documents produced by 
h4SHA, utilization of this unit has been increasing over the last two years and on several days in 
2014 no beds were available to admit child and adolescent patients. See MSHA 1441-1517 and 
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15/1, which are discussed in more detail below. In addition, there are alternative providers of 
adult psychiatric services including Wellmont BRMC within the service area and other providers 
located outside the services area but the needs of children and adolescents have not been 
substantially addressed in the region. 

Dr. Jill McCarley, a child and adolescent psychiatrist and previously a professor at ETSU and the 
Medical Director of the child and adolescent unit at Woodridge, spoke in favor of the 581-1 
project at the USDA Meeting. See Transcript, pp. 31-33, included as Exhibit 20A. She described 
limitations with Woodridge's child and adolescent unit that support the development of the 
proposed 28-bed child and adolescent unit at SBH. See stated: "Woodridge offers a combined 
child "and" adolescent unit. So when you take an eight-year-old or a nine-year-old you can't take 
a violent 16-year-old. You can't put the younger ones in danger. They share the same milieu." 
Marlene Bailey, Director of Behavioral Health Programs at Woodridge, noted in her deposition 
that Woodridge often must "block" beds (i.e., not allow an admission to that beds on a particular 
day) in the child and adolescent unit because of concerns with clinical compatibility of patients, 
infections, or other health concerns. See Deposition of Marlene Bailey, pp. 31-37. These blocked 
beds constrain Woodridge's ability to utilize all 12 of its child and adolescent beds. SBH, in 
contrast, proposes separate units for children and adolescents, which will reduce the types of 
limitations on bed utilization that Woodridge now confronts. 

Dr. McCarley noted that there are limited psychiatric inpatient beds throughout Tennessee for 
children and adolescents. "When the state hospital closed its beds for children and adolescents a 
few years ago, that put a huge demand on our system. It's a demand that we haven't been able to 
meet, across this state, quite yet. Strategic Behavioral Health has a plan that could help ease the 
burden on the community and on the state." (See Transcript, p. 32.' 

Certain of the letters of support presented in SBH's application, stinunarized below, specifically 
discuss the great need for additional resources for children and adolescents in the communities 
that SBH proposes to serve, Based on the information in the SBH application and the qualitative 
evidence in terms the observations of SEITI's representatives and the letters of support from the 
community, the need for SBIEs 28 child and adolescent beds is demonstrated. 

This need is confirmed by the practical limitations of Woodridge's 12-bed child and adolescent 
unit, detailed above. 

4. There estimates for total need should be adjusted by the existent staffed hedt operating in the 
area as counted by the Department °Meal)* in the Joint Annual Report. 

As noted above, dm only existing psychiatric beds are the 12 adult beds at Wellmont BRMC 
located in eastern Sullivan County. These beds were appropriately subtracted from the 
appropriate need calculations in the preceding responses to the criteria. 
B. Service Area 

I. The geographic service area should be reasonable and based on on optimal balance between 
population density and service proximity or the Community Service Agency. 
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The definition of SBH's primary service areas is reasonable appropriate for the reasons discussed 
above. 

The relationship of the socio-demographics• of the service area, and the projected population 
to receive services, should be considered. The proposal's sensitivity to and responsiveness to 
She special needy of the service area should be considered including accessibility to 
consumers, particularly women, racial and ethnic minorities, low income groups, and those 
needing services involentarily. 

The target population for SBH includes all individuals age 5 and older with mental health 
disorders requiring treatment in an inpatient, partial hospital, or outpatient setting. 

Population growth in SBH's service area is expected to be modest. As shown in Exhibit 17, die 
population under age 18 is expected to decline between 2015 and 2019, but there will remain 
nearly 50,000 young residents in the service area who can benefit from the services SBH 
proposes. The fastest mewing segment of the population will be individuals age 65 and older, 
consistent with statewide and national trends. This growing elderly population readily supports 
the inclusion of gempsychiatric unit at SBH. 

C Relationship to Rusting Applicable Plans 

I. The proposal's relationship to policy as formulated in state, tie+, con and/or reg 
plans and other documents should be a significant consideration 

Not applicable. 

2. The proposes relationship to underserved geographic areas and underserved population 
groups as identified in state, city; county and/or regional plans and other documents should 
boa significant consideration. 

Not applicable. 

3. The impact of the proposal on similar services supported by stale appropriations should he 
assessed and considered. 

There are no state-funded inpatient governmental mental health institutes located in Eastern 
Tennessee north of Chattanooga after the closure of LM111. Given the distances to the remaining 
state facilities in Chattanooga as well as Middle and Western Tennessee, there should be no 
impact on facilities directly supported by state appropriations, such as Moccasin Bend in 
Chattanooga. As discussed above, Woodridge does have a contract with TDMHSAS to serve 
some uninsured patients previously served by Win These grants that Woodridge receives are 
❑ot likely to be affected by the approval of SBH's project. In any event, Woodridge is a facility 
supported primarily by revenues from Medicare and TemiCare as well as private insurers and 
therefore would not be considered under this guideline. 
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As discusSed in mole detail below, there are a number of reasons why Woodridge will not be 
materially impacted by SBH's approval. Among the reasons are Woodridge is part of MSHA, 
which is large health system that has hospitals and health care providers throughout Northeastern 
Tennessee and Southwestern Virginia. It is likely that MSHA will continue to receive referrals 
from its affiliated organizations regardless of SBH's presence in Sullivan County. More 
importantly, the need for inpatient behavioral health treatment in 5131-Ps service area is greater 
than the historical numbers of patients served by Woodridge and other providers. The significant 
loss of inpatient psychiatric bed capacity has constrained access to care. Woodridge itself has 
seen its -utilization rise dramatically in recent years after it reduced constraints on access to its 
beds, as addressed below. Given the size of the population base in Northeastern Tennessee and 
Southwestern Virginia, there is ample need for SBH's 72 beds in addition to Woodridge's 
existing 84-bed facility. 

4. Ike propose/k relationship to whether or not lhe facility takes voluntary and/or involuntary 
CidlniSSiOnS, and whether the . facithy selves CCIIIC and/or long-term patients, should be 
assessed and considered. 

51311 will accept both voluntary and involuntary admissions. It will focus on short-team acute 
care services with an expected length of stay of 10 days. 

5. The degree of projected financial participation in the Medicare and TennCare programs 
should be considered. 

This project seeks to serve alt individuals appropriate for care including Medicare and TennCare 
patients. In Year 1 of operation, 5131I projects that 38% of its revenues will be attributable to 
TennCare patients and 27% to Medicare patients. 

D. Relationship to Existing Similar Services in the Area 

I. The area's trends in occupancy mid utilisation of similar serviCeS should he considered. 

The only providers that are relevant to the evaluation of SBH's application are Wellmont BRMC 
and Woodridge. Wellmont BRMC operates a 12-bed adult psychiatric unit in Bristol, Tennessee. 
Its occupancy has increased from 55.9% in 2011 to 65.8% in 2013. See.  Exhibit 21. Wellmont 
BRMC serves primarily patients from Virginias with a smaller percentage of patients from 
Sullivan County, as discussed above. With its small unit size and its 2013 occupancy level, 
Wellmont BRMC has few beds available to meet the needs of residents in the 5131-1 service area. 

Woodridge is the largest provider of behavioral health services to the SHH service area. MSHA 
took the position before the HSDA in opposing the 5Bli project that its existing 84 beds arc 
underutilized, an assertion which it claims is an indicator that additional behavioral health beds 
are not needed in Northeastern Tennessee. While Woodridge's beds have not been fully utilized 
in years prior to 2014, there is significant evidence from MSHA's own documents that its 
historical utilization was a function of Woodridge's own policies and practices rather than a lack 
of need and demand for the beds. 
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In late 2013, MSHA undertook what it termed a "Value Stream Analysis CVSAT to evaluate 
how Woodridge's beds were being underutilized and identify "gap? in Woodridge's historical 
operations that limited effective utilization of its resources. See Bailey Deposition, pp. 37-42. 
This analysis indicated that Woodridge was not fully utilized previously due to a variety of 
factors not related to need or demand for services, as outlined in this excerpt dram from 
MSHA's VSA for Behavioral Health: 

Description of G p Root Cause "WIPP' 

Patients being hold greater than 24 hours Not enough adult neut., care beds due to MDs not 
di s charging early enough and closure of state hospital 
which increased census 

Culture change Nursing manager and supervisor dictating the How alike 
patient instead of MDs 

No urgent cam type setting The need has not been realized to divert pts from the Eds 

Blocked beds Ties up flee beds due to policies that need to he reviewed. 
(cant room two people together tor certain medical 

reneuas) 

No Respond tracking system Then is not tudremor to let respond know that 2 hours has 
passed since crisis has been contacted 

Transportation Wings Ground is Go best apnea but they are lacking 
resources because it IS a nonfunded service 

Lack of medical community Icnowledge 
of all of Woodridge's services 

MSHA Ins not seen the value of marketing the services 

See MSHA 1635. 

By Woodridge's own admission in this gap analysis, insufficient bed capacity was an issue, 
which resulted in patients being held in Emergency Departments waiting for beds. This capacity 
constraint was attributed to physicians not discharging patients early enough and the closure of 
the LMHI state hospital that led to an increase in WH's census. In recognition of continuing 
capacity constraints, one of the recommendations in this VSA was to move the adolescent 
psychiatric unit from Woodridge to the Niswonger Children's Hospital in Johnson City to free up 
capacity to expand adult psychiatric services at Woodridge, which would result in an increase of 
inpatient psychiatric beds in Washington County. 

The statements in this analysis are at odds with Woodridge's public statements to the FISDA that 
the LMHI closure did not support the approval of the additional behavioral health beds that SBH 
proposed in Sullivan County. MSHA's "asp analysis" also identifies a number of operational 
issues that have limited Woodridge's ability to utilize its beds fully. MSHA acknowledged that 
despite its many years in the community the medical community is not knowledgeable about all 
of Woodridge's services. One reason cited regarding why this knowledge was lacking was that 
MSHA has not seen the value of marketing these behavioral health services. (Woodridge is the 
only freestanding psychiatric unit operated by MSHA.) 
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An issue not explicitly discussed in the VSA but which was raised during testimony at the HSDA 
Meeting and in the deposition testimony of Marlene Bailey, was that Woodridge's clinical 
programs were previously under the medical direction of professors from East Tennessee State 
University's School of Medicine, and their policies restricted the use of its beds. In 2014 
Woodridge's medical direction was transferred to members of the Mountain States Medical 
Group, who are physicians employed by MSHA, which apparently has resulted in eliminating 
some of the barriers the previously restricted patient flow. 

After implementing some of these changes, Woodridge has seen its utilization levels rise 
significantly, which is an indication that the actual need for inpatient psychiatric services was not 
reflected in its previous utilization levels. In FY 2014 (July 2013 through June 2014), Woodridge 
reported an occupancy rate of 76.4% for its 84 beds, which was materially higher than any of its 
previous three years. See Exhibit 22. For the nine-month period from January through 
September 2014, Woodridge's occupancy rate increased to 81.2%. See MHSA Response to 
Interrogatories Exhibit F. Of particular note, Woodridge's monthly occupancy in June 20014 
reached 84,2% based on en average daily census of 71 patients. See MSHA 1638. This June 
utilization level is substantially above the utilization levels in any month at Woodridge from FY 
2011 through January 2014, Which is the last time period prior to June 2014 for which detailed 
data was available from Woodridge. See Exhibit 23. Ms. Bailey testified in her May, 2015 
deposition that an average daily census of 75 patients at Woodridge was an "average day" 
currently, which represents an occupancy rate of 89.3%. See Bailey Deposition, p. 36. She also 
testified that Woodridge was over 90% in occupancy on the day of her deposition on May 15. 
2015. All of these data demonstrate that Woodridge has seen strong growth in utilization by 
removing operational and clinical constraints and the dethand for such services had not been 
fully satisfied by Woodridge in the past. 

Another means to measure of Woodridge's available capacity is a. review of daily "Patient Flow 
Sheets" that reflect the census each morning and the number of beds available during the period 
August 1, 2014 to October 21, 2014. See MSHA 1441-1517. Each sheet also shows the number 
of rooms that were blocked on that date and the patients on a waiting list for a bed. Over this 
period, one to three rooms were blocked on the Willow Unit, which serves children and 
adolescents on approximately 80% of the days. With only 12 beds in this unit, these blocked 
beds inhibit the admission of younger patients. If two beds are blocked, for example, then 10 
patients represent the maximum capacity that Woodridge can accommodate on that day. These 
constraints are also reflected in the waiting lists of patients recorded on several days during this 
period. On a number of days, various units reported rem or one bed available. See Exhibit 23A 
for a sampling of these census reports. 

Woodridge on many days has deferred admissions. See MSHA 1440. For the seven-month 
period from June to December 2013, Woodridge deferred 75 adolescent referrals. Of this total, 
23 deferrals were due to a lack of beds and the remainder related to violent behavior or other 
factors. From January through 2014, Woodridge had an additional 43 adolescent deferrals, or 
which 26 were related to lack of an available bed. The lack of available beds was the most 
frequent reason why adolescents were deferred. Over these 12 months, 35 of the adolescent 
deferrals were Sullivan County residents, the highest of any county. 
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The number of adult deferrals was significantly higher than for adolescents. During the period 
from June through December 2013, 365 adult admissions were deferred. Approximately two-
thirds of the total patients were deferred due to a lack of an available bed. Over the shorter period 
from January through May 2014, Woodridge deferred an additional 107 adult admissions, and 
again two-thirds were related to the lack of an available bed, Over the twelve-month period, 108 
Sullivan County adult admissions were deferred. 

The foregoing analysis demonstrates that Woodridge is highly utilized and also contradicts 
MSHA 's claims that there is no unmet need for psychiatric services. There is also strong 
evidence that as Woodridge eases operational constraints on access to its beds and increases 
community awareness of its services, utilization will continue to increase within the limits of its 
already well-utilized bed capacity. 

Despite the high utilization of its inpatient services, MSHA has continued to reduce psychiatric 
services, according to Ms. Bailey. In early 2014, MSHA terminated its freestanding outpatient 
psychiatric services. See Bailey Deposition, pp. 20-21. While Woodridge continues to offer 
intensive outpatient services, it has an infrequently utilized partial hospitalization program. As a 
result, Woodridge's treatment is focused on inpatient care, which has limited available capacity. 

2. Accessibility to specific special need groups should be an important /attar. 

SKI proposes services to a number of special needs groups. As discussed previously, SBH 
proposes specialized services for children and adolescents, which are in limited supply 
throughout Tennessee. SBH informed the HSDA that it is capable of serving cognitively 
impaired children and adolescents, which Woodridge indicated at the HSDA Meeting that it did 
not serve. SBH proposes what will be the only dedicated chemical dependency unit in the service 
area. SBH also proposes a geropsychiatry program to meet the needs of the service area's rapidly 
growing elderly population. 

E. Feasibility 

The ability of the applicant to meet Tennessee Department of Mental Health &ensure 
requirements (related to personnel and staffing for psychiatric inpatient facilities) should be 
considered. 

The application presents proposed staffing by position that appears reasonable and consistent 
with the projected volume for patients to be served. 

Summary of the Conformity with the Service-Specific Guidelines  

The SBH project is consistent with the Guidelines for Growth for Psychiatric Inpatient Services. 
As demonstrated by the foregoing anatysis, the proposed 72-bed behavioral health facility is 
consistent with bed need methodology presented in the Guidelines for Growth and satisfies the 
other service-specific criteria. More importantly, the project will enhance access to a 
comprehensive range of behavioral health services in an area where resources are limited. 
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CRITERIA USED FOR REVIEW (Continued)  

1. NEED 

The health care needed in the area 10 be served may be evaluated upon thefollowing facto's: 

a) The population served by the proposal; 

Quantitative analysis cannot fully capture the need for behavioral health services given the 
complex network of providers and community agencies that interact with individuals suffering 
from mental illness. SBH in its application presented the results of discussions it held with health 
professionals, law enforcement officials, and community leaders in communities throughout its 
service area regarding problems they were facing and the need for additional resources. 

The following addresses different facets of the need for SBH's project based on excerpts from 
selected letters of support that are representative of the issues that SBH highlighted. 

Redacted 
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At the HSDA Meeting, Mike Garone of SBH spoke regarding data provided by the Sullivan 
County Sheriffs Department Of the total number of mental health transports made by the 
Sullivan Comity Sheriff's Department, 27 percent, or 623 transports, are leaving the area with 77 
percent of those go to Louisville, Tennessee (Peninsula Hospital), which is 111 miles away. 
Those 259 admissions that came from just one county would account for a significant portion of 
the projected utilization in SBH adult unit. See Transcript, Garone, p. 18. 

Medical Education 

I am an Associate Professor of Psychiatry at ETSU in the Quillen College of Medicine. I am 
board certfied in psychiatry and in psychosomatic medicine. I have served as the Residency 
Program Director for the ETSU Department of Psyckiatty and Behavioral Sciences for the past 

3  years—Onfortutiately,  I was not consulted regarding any letter sent from ETSU opposing this 
proposed psychiatric frailly. On the contrary, our program is in desperate need of training sites 
and for alternative finding for our residency program. Even with funding from AIWA and from 
the Veteran's Administration at Mountain Horne, we have not been able to place all of our 
residents this year in appropriate clinical learning sites. MS11.4 has indicated the desire and 
need to decrease the number of residents they fiend, and, partially as result of that, we have 
decreased our overall resident complement numbers. 

It is env understanding is that Strategic Behavioral Health has partnered with medical schools in 
the past and intends to do .so, if possible, with our department. -Their proposed clinical services 

not only benefit the area in terms of services and training offered, they will do so without 
significant overlap or competition with services offered at Woodridge 30 minutes away in 
Johnson City. In addition, the additional clinical services and educational opportunities 
Proposed by Strategic Behavioral Health would be of enormous benefit to our training program 
and would fill a significant gap in the educational services available to US% 

I have seen no evidence or data that opening a facility in Kingsport will threaten the existence of 
Woodridge_ Even if that were Owe, the program and community world still benefit overall from 
having this resource in the area for child and adolescent treatment and training. Given the huge 
need for psychiatric services in the »i-cities area, I believe that opposing potential resources 
based on an unsubstantiated concern that it will financially threaten current facilities is 
misguided at best and unethical at worst. 

Hal Elliott, MD 
Associate Professor 
Residency Program Director for Psychiatry and Med-Psych 
Quillen College of Medicine 
East Tennessee State University 

The foregoing letters describe in real-life terms the hardships that result from the lack of 
accessible behavioral health resources in an area. SBH's proposal will address these needs in at 
least two ways. First, its proposed location in Kingsport will significantly enhance geographic 
access to care. The SBH presented an analysis indicating how driving times and distances to 
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behavioral health facilities would be reduced with the opening of SBH's facility, See SBH 
Supplemental gl, Bates p. 98. Second, SBH will provide needed additional capacity with its 
proposed 72 beds to offset at least a portion of the bed capacity that has been lost over the past 
six years. SBH also brings a greater focus on child and adolescent services than the region's only 
other provider of these services, Woodridge, does. Sal proposes 28 child mid adolescent beds 
out of it 72 bed total. Only 12 of Woodridge's 84 beds are for children and adolescents. In 
addition, SBH will also bring outpatient and partial hospitalization programs to the service area 
that will address the needs of patients with mental illness who do not require inpatient care or 
need ongoing care following a hospitalization. 

Even MSHA representatives recognize the need for additional behavioral health resources in 
Northeastern. In a public announcement regarding the proposed merger of the MSHA and 
Wellmont health systems, Alan Levine, president and CEO of MSHA, who would become 
executive chairman and president of the combined system, stated: "Northeast Tennessee and 
Southwest Virginia disproportionately suffer from serious health issues - cardiovascular disease, 
diabetes, addiction and access to mental health services, to name a few - and they must be 
addressed." See Exhibit 24, 

Marlene Bailey, Woodridge's Director, stated at the HSDA Meeting: "We agree that there — we 
probably need some beds in this state. When the state closed the last ten beds that they had for 
adolescents, in Middle Tennessee state [verbatim], probably around 2010, we all -- all of the 
private hospitals, throughout the state -- just like the Youth Villages worker said -- all of those 
hospitals thought: "What are we gonna do?... Alt of the private hospitals, throughout the state, 
have attempted to help with that, but it's really not a good plan for a child to go from Memphis to 
Johnson City for treatment. You don't have contact with the parents; you don't know the 
resources in Memphis for after care." See Transcript, p. 51. 

Given the many indicators of need for additional inpatient behavioral health resources, the most 
logical location for such services is in Sullivan County, which has the region's largest county 
population base and few existing beds. SBH proposes a comprehensive facility that can address 
many of these needs and augment the resources already in place. 

b) The existing nr certified services or institutions in the area; 

There is a single psychiatric provider in the service area, Wellmont BRMC in Bristol, Sullivan 
County with 12 adult psychiatric beds 

c) The reasonableness ojthe service area; 

Sal defined its primary service area to include Hawkins and Sullivan County in Tennessee and 
Lee, Scott, and Wise Counties in Virginia. As discussed above, this service area is reasonable 
based on the current distribution of existing psychiatric providers, the range of services that SBH 
proposes to offer, and the proximity of its proposed site to the service area population. Sal's 
proposed service area is very similar to the service areas claimed by other Kingsport providers, 
including Indian Path Medical Center, a Kingsport hospital owned by MSHA 
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d) The special needs of the service area population, including the accessibility to 
consumers, particularly women, racial and ethnic minorities and low-income 
groups; 

The SBH project will address the special needs of the service area population. The project will 
offer needed behavioral health beds in an area that is currently anderserved. SBH proposes to 
serve all patients including women, racial and ethnic minorities, and low-income groups. SBH 
also proposes to offer services unique to the differing needs of individuals in all age categories, 

e) Comparison of utilization/occupancy wends and services offered by other area 
providers; 

The occupancy trends at Wellmont BRMC and Woodridge were discussed above. As noted, both 
facilities have experienced increases in occupancy in recent years. Woodridge's occupancy 
levels since 2014 have risen to the point where it has limited bed availability. 

SBH based its projected utilization on its experience in other new hospitals it has opened and the 
specific characteristics of the proposed service area with respect to exiting providers and 
demographics. SBH projected 8,700 patient days in Year 1 and 17,100 days in Year 2. These 
patient day projections result in projected occupancy rates of 33.1% in Year t and 65.1% in Year 
2. SBH provided a projection of average daily census by patient care unit in a Supplemental 
Responses to the USDA. See Supplemental #1, Bates p. 106. 

51311's application stated that these patient days were based on an assumed average length of stay 
of 12 days. Mike Garone, who prepared the application on behalf of SBH, acknowledged in his 
deposition that the t2-day assumption was an error and the expected average length of stay was 
approximately 10 days. See Garone Deposition, pp. 155-157. Mr. Garone further testified that 
this correction of the average length of stay does not change the projected number of patient days 
because the days were based on start-up experience at other SUN facilities. In responses to 
interrogatories, 51311 stated that the average length of stay for its project would be 9.2 days, 
which result in aprojection of 946 inpatients in Year I and 1,859 inpatients in Year 2. 

These utilization projections are supported by the need for beds under the Guidelines for Growth 
methodology. In considering other data sources that are indieia of need, historical inpatient 
psychiatric utilization rates in SBH's service area are not reliable indicators of future demand 
given the lack of access to behavioral health services that currently exists. I was involved in 
another CON matter that is instructive on this point. Baptist Hospital-Huntingdon, which is 
located in rural area of West-Central Tennessee, applied for a CON to develop a geropsychiatric 
unit. An analysis of geropsychiatric utilization rates demonstrated that counties close to the 
nearest provider of geropsychiatric services had substantially higher use rates than counties 
farther away from existing providers. See Exhibit 23B. Proximity of care greatly influences 
patient and family awareness of treatment options as well as the patient's willingness or ability to 
access the services. 

In addition, as noted above, a significant percentage of the population in need of treatment across 
the United States never receives it. Dam from research reports, however, can provide estimates 
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of the scope of the population with serious mental health disorders that would benefit from the 
comprehensive services that SBH proposes, According to Behavioral Health, United States, 
2012 issued by SAMSHA, in Tennessee au estimated 4 percent of the adult population suffers 
from a serious mental health disorder. See Exhibit 24A. Based on 2013 population estimates, 
there would have been 9,792 adult residents in SBEI's service area with a serious mental health 
disorder. By 2019, that number would increase to 10,355 service area residents suffering from a 
serious disorder. 

According to the same SAMSHA report, an estimated 5,3 percent of the child and adolescent 
population ages 4 to 17 were reported to have definite or severe behavioral difficulties. Applying 
that percentage to the population ages 5 to 17 in the SBH service area results in an estimated 
2,368 children and adolescents with definite or.  evere behavioral problems. By 2019, the number 
would be 2,044. Placed into the context of this large service area population with serious 
behavioral health needs, SBH's projected utilization appears reasonable. 

SBH wilt draw the majority of its patients from its defined service area, but typically a portion of 
patients will come from counties that are not in the primary service area. Given the 
comprehensive nature of its project, SBH will likely draw at least 20 percent of its total 
admissions from counties outside of its service area, most likely from other counties in 
Southwestern Virginia and Northeastern Tennessee. This draw from outside the service area will 
likely be strongest for child and adolescent patients, other than from Washington County where 
Woodridge is located, given that Woodridge is the only provider of these services in the 
Northeastern Tennessee/Southwestern Virginia region and operates only a 12-bed unit. This 
consideration further supports SBH's ability to achieve its utilization projections. 

9 The extent to which Medicare, Medicaid (TennCare), and medically indigent 
patients will be served by the project. 

As noted above, SBH proposes to serve all patients including Medicare, TennCare and medically 
indigent patients. Medicare, which will cover the majority of the patients in SBH's 
geropsychiatric unit, is estimated to represent 27% of total revenues. TennCare, which will be 
the primary payor for child and adolescent patients, is projected to be 38% of total revenues, and 
charity care will represent an additional 4.8%. of total revenues SBH has also expressed a 
willingness to enter into a contract with TDMHSAS similar to one it has with Woodridge to 
serve uninsured patients that previously would have been served by 

2. ECONOMIC FEASIBILITY 

The probability that the proposal can be economically accomplished and maintained may be 
evaluated upon the following factors: 

a) Whether adequate Binds are available to the applicant to complete the project; 

Michael A. Orians, CFO, confirms that Strategic Behavioral Health, LLC (parent 
company of SBH-Kingsport, LLC) has the necessary financial resources through cash 
balances, access to a revolving credit loan, and cash net flows to bald the project. A letter 
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from Stephen C. Taylor of Fifth Third Bank confirms the availability of a $15.5 million 
revolving credit loan with a current variable rate of 3.75%. 

1) The reasonableness of the proposed project costs; 

SHE's parent company has significant experience in constructing behavioral health facilities . 
of the type proposed. The total project cost of $11,717,915 is a reasonable estimate for 
construction of a 72-bed facility. The cost per square foot of construction is approximately 
$153. This compares favorably with recent projects approved by the HSDA. See SEM 
Supplemental #1, Bates p. 121. 

c) Anticipated revenue from the proposed project and the impact on aristi 

charges; 

515F1 based its projected charges and revenues on its existing pricing structure at other 
facilities it operates. There is no projected impact on existing patient charges from this 
project. 

d) Participa lion in staiegedend revenue programs; 

SBH is a new provider but committed in its application to participate in the Medicare and 
TennCare programs and the projections in the application indicate that patients covered under 
state and federal programs will have access to the services proposed in its application. SBH 
has also expressed willingness to contract with TDMHSAS to provide care for uninsured 
patients similar to the arrangement it currently has with Woodridge. 

e) Alternatives considered; and 

There are two alternatives to the project: maintain the status quo or for $}311 to construct a 
smaller facility. If SBH elected to do nothing and not develop a behavioral health facility in 
Sullivan County, the same problems that exist today would continue into the foreseeable future. 
Patients of all ages in SBH's would not have appropriate geographic access to inpatient and 
outpatient behavioral health services. The difficulties outlined in SBH's application and in the 
letters of support for the project with respect to patients crowding emergency departments and 
jails, lack of continuity of treatment, families unable to travel to more distant facilities to be with 
loved ones during treatment, and patients simply not access treatment. 

SBH could have elected to construct a facility with fewer than 72 beds, but such a decision 
would have constrained the scope of programs it could offer. A primary consideration is that 
SBIT's intemal need analyses as well as the calculated need under the Guidelines for Growth 
formula exceed the requested 72 beds. 

In addition, the clinical units need to be of sufficient size to permit different clinical tracks for 
patients with differing disorders and needs. A significant component of the $1311 proposal is the 
request for 28 child and adolescent beds. Developing a smaller unit for children and adolescents, 
such as the I2-bed unit at Woodridge, would limit the scope of services that could be provided. 
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A significantly smaller unit would result in younger and older patients being placed in the same 
environment with limited ability to separate patients with a history of violence Bon other 
patients. Smaller units provide less flexibility when beds must be blocked in a semiprivate room 
due to health concerns (e.g., infections, lice, etc.) or incompatibility of patients. 

Neither of these alternatives would appropriately address the need for behavioral health services 
in SBH's service area. 

f) The availability of less cosily or more affective alternative methods of providing the 
benefits intended by the proposal. 

There are no less costly or more effective alternatives to fully achieve the benefits proposed by 
SBH in its application. There are no comprehensive behavioral health providers in SRN's service 
area. As discussed in the preceding response, developing a smaller facility would constrain 
SBH's ability to provide effective programming for each of the groups it proposes to serve. 

Based on the foregoing discussion, the economic feasibility of SBH's project has been 
demonstrated_ 

3. CONTRIBUTION TO THE ORDERLY DEVELOPMENT OF ADEQUATE AND 
EFFECTIVE HEALTH CARE FACILITIES AND SERVICES 

The contribution which the proposed project will make to the orderly development of an 
adequate and effective health care system may be evaluated upon the following factors: 

a) The relationship of the proposal to the existing health care system (for example: transfer 
agreements, contractual agreements for health services, affiliation of the project with 
health professional schools); 

The SUFI project will contribute to the orderly development of adequate and effective health care 
facilities and services. 

b) The positive or negative effects attributed to duplication or competition; 

Competition 

The SBH project will positively affect competition within the health care delivery system in its 
proposed service area. There is a now only a single provider in Sullivan County, Wellmont 
BRMC, which offers only a 12-bed adult psychiatric unit in a hospital-based setting in the SBH 
service area. There are no beds designated for child/adolescent, geropsychiatric, or chemical 
dependency patients and no freestanding behavioral health hospital in the service area. 

Moreover, all of the acute care and psychiatric services in and around SBH's proposed service 
are dominated by two health systems: Welhnont and MSHA. In an announcement dated April I, 
2015, the two organizations have agreed to explore combining their assets and operations into a 
single integrated health system. These two systems recently announcedplans to consolidate their 
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organizations and seek a Certificate of Public Advantage ("CORA-) under a recently modified 
statute in Tennessee and a similar statute in Virginia. There may be effectively a single choice 
for residents of the proposed service area requiring psychiatric and chemical dependency 
treatment absent the approval of 31311's project. 

Impact 

The impact of the SBH project on existing providers should not be significant. A primary 
propose of SBH's proposal is to allow patients to be treated closer to their homes. As noted 
above, the TDMHSAS concurs that this is a statewide objective. Undoubtedly, some patients 
whom SBH will serve from its five-county service area may have otherwise traveled to an 
existing provider for treatment; however, SBH expects also to serve patients who cannot be 
placed currently due to the availability of the appropriate type of beds or who are unwilling to 
leave their local community and travel to Johnson City, Louisville, Tennessee. or other more 
distant facilities in Tennessee and Virginia. 

MEISA has alleged that the approval of SBH s project would have a substantial detrimental 
impact on its operations, and as a consequence, it would impair its ability to provide access to 
uninsured patients in the area. As a starting point for its claim, MSHA has contended that 
Woodridge has been experiencing significant financial losses and could not withstand the impact 
that would result from SBH's approval. 

Woodridge reflected losses in prior years only after corporate overhead allocations were 
deducted from its Net Operating Income Before Support allocation. Based on direct operating 
revenues and expenses, Woodridge bad a positive margin in the FY 201 through 2013. While 
Woodridge may have experienced losses after allocations in these prior years, in FY 2014, which 
encompasses the period from July 1, 2013 to June 30, 2014, Woodridge's financial performance 
improved dramatically. Woodridge's net operating income before allocation of corporate 
overhead was $2,152,734. After allocations and all other deductions, Woodridge had a positive 
bottom line of $99,121. See Exhibit 25. Woodridge's FY 2014 bottom line perfonnance 
represented a $1.3 million improvement over FY 2013. 

In the single month of lime 2014, the last month of FY 2014, Woodridge had net operating 
income before allocations of $712,605 and a bottom line of 5449,826, indicating that its financial 
performance is improving significantly. agg Exhibit 26. June 2014 represented the highest 
occupancy of any month in recent years for which MSHA has provided data, and all indications 
are that its utilization has risen significantly since June 2014. See Exhibit 23 previously 
discussed. 

Based on the deposition testimony of Marlene Bailey, Director of Behavioral Health Programs at 
Woodridge, this improving financial performance is due, in part, to increases in Woodridge's 
utilization as well as operational changes and its discontinuation of certain unprofitable 
outpatient services. See Bailey Deposition, pp. 37-38. Given these facts, Woodridge is not in the 
dire financial circumstances that MSHA alleged at the fISDA Meeting. 
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MSHA is a single corporation that operates its individual hospitals under DIE/A's. Woodridge 
operates under a single Tennessee hospital license with Johnson City Medical Center ("JCMC") 
and under the same Chief Executive Officer and Chief Nursing Officer as JCMC. As a 
consequence, Woodridge's financial performance must also be put in the context of MSHA's 
overall financial position as well as that ofJohnson City Medical Center. 

The most recent publicly available audited financial statements that were located were contained 
in an official statement issued in connection with a 2013 MSHA bond offering. See Exhibit 
2638.. These statements covered EISHA's 2011 and 2012 fiscal years. In FY 2012 MSHA had 
total cash and investments of $626 million. And total assets of over $1.9 billion. MSHA had an 
excess of revenues over expenses of approximately $28 MSHA is a large and 
financially sound organization. Exhibit 74 to Mr. Levine's deposition, a statement of revenues 
and expenses for the first 9 months of MSHA's FY 2015, indicates that as of March 31, 2015 
MSHA had an excess of revenues over expenses of $20,801,698. See Exhibit 2613. 

Johnson City Medical Center reported its financial results for FY 2013 on its 2013 Joint Annual 
Report of Hospitals. See Exhibit 26C. With $339 million in total assets and a fund balance of 
$261 million, it has a strong financial position. In addition, Johnson City Medical Center had an 
excess of revenues over expenses more of than $30 million. As an operating unit of MSHA, 
Johnson City Medical Center is also on strong financial footing. 

Whatever impact that Woodridge might experience from the opening of a single 72-bed 
behavioral health hospital in another county will not materially impair MSHA's or Johnson City 
Medical Center's overall operations or that of Woodridge itself. 

A. review of the impact analysis that MSHA representatives presented at the HSDA Meeting 
reveals a number of inconsistencies and unrealistic assumptions. See Exhibit 27. 

This impact analysis is based on an assumption that 50% of the patients that SBH projects to 
serve from its service area will be redirected from S1314. MSHA gave no consideration to SBH's 
ability to serve patients who are now being transported long distances to facilities other than 
Woodridge or patients who are'  ow being placed in acute care hospitals or jails, or simply not 
receiving services, because of the lack of available resources in the service area. In addition, 
MSHA did not consider the different mix of beds that SBH proposes in comparison to 
Woodridge's bed composition. SBH, for example, proposes 28 child and adolescent beds, or 
39% of its 72 bed complement. Woodridge operates only 12 child and adolescent beds, or 14% 
of its 84 bed total. 

A portion of Woodridge's growth in recent years has resulted from its contract with TDMHSAS 
to serve uninsured patients after LMHI closed, some of whom reside outside of Woodridge's 
historical service area or SBH's proposed service area. SBH would not likely serve these patients 
from more distant counties. MSHA representatives claimed at the HSDA Meeting that the grants 
received from MSHA do not cover the costs of caring for all of the uninsured patients they treat. 
To the extent that uninsured patients who reside in SBH's service area were served by SBH 
rather than Woodridge, the result would be a positive financial impact on Woodridge. 
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MSHA is also assuming that the volume lost to SBII will not be replaced with other patients 
requiring behavioral health treatment. As Woodridge's own experience has demonstrated, when 
it removed operational barriers, its level of utilization increased. Given that capacity constraints 
remain at Woodridge, particular in its child and adolescent unit, a reduction in patients from 
SBH's service area should be mitigated by an increase in utilization from other counties it 
serves.4 MSHA has failed to accurately project the potential loss of patients it would experience 
if 5814 were approved. 

Putting aside the question of the voltune impact, it was interesting to learn through discovery that 
the impact analysis presented to the FISDA is one of several versions that MSHA prepared, An 
initial version of the impact analysis concluded that the projected impact of the SBH project 
would result in only a $50,000 loss to Woodridge in 5811's second year of operation. See MSHA 
919. After reviewing this analysis, MSHA's Corporate Director of Strategic Planning, Casey 
McDevitt;  stated in an email: "Pm just concerned the net income difference between the current 
state vs. the 513H presence will not represent a very convincing impact to the agency. I know our 
attorney is concerned they would claim that MSHA is in a position to absorb the loss we would 
experience." See MSHA 82. 

Based on these concerns about showing too little impact, the MSHA embarked on a different set 
of assumptions attempting to reach resulting projections that Woodridge would experience a 
financial loss of approximately $1.5 million annually due to the operation of 5811. This revised 
analysis is also fraught with problems. 

This "revised" impact analysis, presented previously in Exhibit 27, resulted in a significant 
reclassification of expenses from variable to fixed among the support expenses allocated to 
Woodridge, resulting in the alleged Year 2 impact front 5131-I's project rising to $1.5 million 
from the accounting system modifications noted above. MSHA uses various statistics to allocate 
these support expenses, and many of the allocations are based on units of service or revenue 
statistics that vary directly with changes in the voltune of patients served. The greater degree of 
variability in expenses, the lower the projected impact because with the loss of revenue or 
volume comes a proportional reduction in variable expenses. Although the individual who 
prepared the projections' indicated in an emails  that Woodridge would see a decrease in certain 
categories of support allocations as a consequence of the reduction in patient volume, most of 
this overhead was reassigned to a fixed expense category and used to attempt to show that 
Woodridge would experience significant operating losses if the 51311 project were approved. 

Shane Hilton, Vice President and Chief Financial Officer for Market Operations at MSHA, 
ultimately reviewed the various financial impact analyses. In his deposition, Mr. Hilton 
attempted to explain why the support allocation expenses were reclassified from variable to fixed 

Uric adjustment that should also be made to MSHA's impact analysis. which it could not have known shout 
previously, is the number of discharges that 31-3H projects to serve based on 51311's eon-wino of its average length 
of stay from 12 days to 9.2 days. 

The impact analysis was prepared by Ms. Debbie Wyse. who was thou employed in the MSHA Corporate Finance 
Office. Ms Wyse, according to deposition testimony, no longer is employed by MSHA and was not deposed, 

See MSHA 82. 
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expenses and were assumed to remain on Woodridge's financial statements after accounting for 
the impact of SBH's project. He stated: "Just because the volume is going away doesn't 
necessarily mean that the expense would go away, which is what this case would be. You know, 
those allocated expenses we can't necessarily eliminate." See Hilton Deposition, p. 32. While 
theoretically some of these support expenses might remain within MSHA, from the perspective 
of how MSHA evaluates Woodridgc's financial performance, Woodridge would in fact see a 
reduction in its allocated expenses if its volume were decline as it projects with the opening of 
SIIIT's 

Putting aside the theoretical issue of support allocations, the proposed reclassification of 
expenses that MSHA ultimately performed does not appear to be logical. Woodridge's revised 
analysis asserted that its direct expenses declined $1.9 million between FY 2013 and FY 2014 
(prior to any impact from SBH) despite the fact that Woodridge's patient volume increased in 
FY 2014. Fixed expenses were $1.8 million higher per Ms. Wyse's analysis in FY 2014 
compared to FY 2013, which resulted in all increase in contribution margin in FY 2014 of $3.1 
million. The contribution margin is the basis on which MSHA projected the financial impact, and 
the greater the contribution margin, the greater the dollar impact for each patient lost. MSHA 
appears to have undertaken a series of accounting adjustments in order to artificially boost the 
potential financial impact of SBII's project, and these adjustments are without foundation. As a 
result, the MSHA impact analysis as a whole is unsupported and should not he considered. 

Regardless of the level of impact, which appears to be substantially below the $1.6 million that 
MSHA claims based on the many unrealistic assumptions that were employed, MSHA and 
Johnson City Medical Center have the financial strength to absorb the limited loss of patients and 
revenues that MSHA assumes will result from SBH's operations. 

In addition to the financial impact, MSHA alleged at the HSDA Meeting that the SBH project 
will adversely affect medical education. See Transcript, Elrod, p. 60, This statement is 
contradicted by the testimony of Marlene Bailey at the very same HSDA Meeting who stated: 
"Actually, ETSU Psychiatry has been managing — medically managing -- the adolescent unit for 
some time, and effective July 1, it's going to be taken over by the Mountain States Medical 
Group doctors, which are owned and operated by Mountain States. We have a different 
philosophy. Our philosophy is not going to be focusing on training of the residents and the 
medical students. See Transcript, p. 50-51. 

In summary, the SBH project should not have material detrimental impact on Woodridge. In 
considering impact in a CON review, one question must be answered: Do the benefits that result 
from a project outweigh the impact on existing providers? In the case of SBIT's project, the 
benefits clearly outweigh whatever level of impact it may be reasonably projected to have on 
Woodridge. Access to behavioral health services, which has been contracting for the last several 
years, will be enhanced for a large population in Northeast Tennessee. SBH proposes a 
comprehensive range of programs that will address the needs of individuals suffering from 
mental illness across the age spectrum. Absent this project, residents of the service area will 
continue to face barriers to care that create a wide range of problems throughout these 
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CONCLUSION 

581Ps proposal to develop a freestanding, 72-bed behavioral health hospital in Kingsport, 
Sullivan County, is consistent with the Tennessee CON Criteria Used for Review and with the 
service-specific criteria for the Inpatient Psychiatric Services set forth in the Guidelines1hr 
Growth. This project will enhance access to inpatient and outpatient behavioral health care and 
augment, rather than aumecessarily duplicate, the existing resources in the service area. 31311's 
proposal is needed, economically feasible, and will contribute to the orderly development of 
adequate and effective health care facilities and services. 

The HSDA should approve 5811's CON application CN1312-050. 
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Daniel J. Sullivan 
SBH-Kingsport Report 
information Reviewed 

1. Tennessee Guidelines fir Growth 
2. Rules of Tennessee Health Services and Development Agency 
3. Memorandum on the standard and scope of review in administrative appeals 
4. HSDA file for SBH-Kingsport project (CN1312-050) 
5. HSDA File for Crestwyn Behavioral Health (CM 310-040) 
6. HSDA for Rolling Hills Hospital (CNI312-051) 
7. HSDA file for TrustPoint Hospital (CH1502-006) 
8. CON application for Indian Path Medical Center (CN9606-042) 
9. Population Data from Tennessee Department of Health 
10. Joint annual reports of hospitals for hospital provers in Northeastern Tennessee 
11. Depositions of 

a. Jim Shaheen 
b. Mike Garone 
c. Marlene Bailey 
d. Shane Hilton 
e. Kasey McDevitt 
f. Alan Levine 

12. MSHA Deposition exhibits 14-66 
13. Discovery responses by both parties 
14. Mental Health, US, 2010, SAMSHA 
15. Behavioral Health US, 2012, SAMSHA 
16. County health rankings for Tennessee and Virginia, University of Wisconsin/RWJ 

Foundation 
17. MSHA 2013 Bond Official Statement 
18. Tennessee Health Care Financing Administration, FY2016 Budget Presentation 
19. Grading the States, 2009, NAMI 
20. Shrinking Inpatient Psychiatric Capacity: Cause for Celebration or Concern? National Health 

Policy Forum 
21. The Shortage of Public Hospital Beds for Mentally Ill Persons! A Report of the Treatment 

Advocacy Center 
22. Trends And Issues In Child And Adolescent Mental Health, Health Affairs 
23. Survey Assesses Trends in Psychiatric Hospitalization Rates, NIMH 
24. State Estimates of Adult Mental Illness from the 2011 and 2012 National Surveys on Drug 

Use and Health, SAMSHA 
25. Behavioral Health Barometer, Tennessee, 2014, SAMSHA 
26. MSHA Social Responsibility Plan, 2012 
27. Mental Illness: Fact and Numbers, NAMI 
28. Parity or Disparity: The State of Mental Health in America 2015, Mental Health America 
29. Affordable Care Act Will Expand Mental Health and Substance Use Disorder Benefits and 

Parity Protections for 62 Million American, ASPE Policy Brief 
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DANIEL .1. SULLIVAN 

PRESIDENT 
SULLIVAN CONSULTING GROUP, INC. 

2090 Bethany Way 
Alpharetta, Georgia 30004 

(770) 753-4222 

WORK EXPERIENCE:  

1990 - Present 

1988 - 1990 

1980 - 1988 

1974 -1980 

President 
Sullivan Consulting Group, Inc. 
Alpharetta, Georgia 

Partner 
Ernst & Young 
Atlanta, Georgia 

Vice President 
Amherst Associates Inc. 
Atlanta, Georgia and Tampa, Florida 

Assistant Administrator 
Private Diagnostic Clinic 
Duke University Medical Center 
Durham, North Carolina 

EDUCATION: Master in Health Administration 
Duke University 

A.B. in Economics and Public Policy Studies 
Duke University 

ORGANIZATIONS: Member, Society for Healthcare Strategy & Market Development 
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DANIEL S. SULLIVAN 
(CONTINUED) 

PROFESSIONAL EXPERIENCE;  

Development of strategic plans for multihospital systems and individual health care organizations 
throughout the United States. 

Assistance in the preparation of Certificate of Need applications for the construction of new 
hospitals and nursing homes, ambulatory surgery centers, major renovations of existing facilities, 
conversion of beds to new services, introduction of specialty services and technology, and 
development of home care services. 

Preparation of financial feasibility studies for projects involving hospitals, long-term care facilities, 
ambulatory surgery centers, assisted living facilities, and other health care facilities and services. 

Facilitation of planning processes for the creation of integrated health delivery systems. 

Valuation of health care organizations and physician practices, 

Market research for investor-owned health care companies in the areas of need and demand 
assessment, competition, and reimbursement characteristics of various geographic regions in 
connection with the development of specialty hospitals and long-term care services. 

Expert testimony in connection with Certificate of Need litigation in several states in variety ofareas 
relating to health care planning and financial issues. 

Expert testimony in litigation challenging rules promulgated by various state agencies. 

Expert testimony in civil litigation on a range of issues relating to health care planning, health care 
finance, and valuation of health care organizations. 

Member of the South Carolina CONReview Panel, 2012, charged with evaluating the effectiveness 
of the CON program and suggesting changes. 

Direction of product costing engagements for hospitals involving the determination of procedural 
level costs for use in product costing information systems. 

Testimony before various state agencies and policy boards on issues related to health planning 
standards, need determination, financial access, and health financing. 
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DANIEL J. SULLIVAN 
(CONTINUED) 

PUBLICATIONS: 

"Evaluating andSelecting Among Joint Venture Opportunities," Topics in Health Care Financing, 
Vol. 12, No.2, Winter 1985. 

"New Strategies in a Changing Regulatory Environment," Amherst Quarterly, Winter 1985. 

"Maximizing Hospital Outpatient Revenues," Journal of Ambulatory Care Management, Vol. 10, 
No.1, February 1983. 

PRESENTATIONS:  

"Economic Impact of Ambulatory Surgery Centers," Tennessee Bar Association, October 2003. 

Considerations in Certificate of Need Regulation, Kentucky Health Strategy Forum, August 1999. 

"Marketing Outpatient Services," Georgia Society for Health Care Planning and Marketing, October 
1992. 

"Evaluating and Negotiating Managed Care Contracts," West Virginia Hospital Association, 
February 199L 

"Certificate of Need Strategies," West Virginia Healthcare Financial Management Association, May 
1990, 

"Determining the Need for Retirement Housing," Florida Health Care Association, August 1989. 
"Marketing Nursing Home Cost Effectiveness," American Health Care Association Annual 
Meeting, October 1989. 

"Joint Ventures," Georgia Hospital Association, September 1986. 

"Joint Ventures with Physicians," North Carolina-South Carolina Health Care Financial 
Management Associations Annual Meeting, August 1986, 

"Medicare ReimbursementTrends," SouthCarofina Health Care Financial Management Association, 
January 1986. 

"Alternative Revenue Sources," North Carolina Hospital Association, November 1985. 

"Product Costing," Aspen Systems Seminar Series, 1984-85. 

"Procedural Rate-Setting" Dixie Institute of Health Care Financial ManagementAssociation 1983. 
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NAME OF HOSPITAL STATE ID SATELLITE 

1 James 1.71...and Cecile Quillen Rehab Hospital 90751 

2 Woodridge Psychiatric Hospital 90411 

3 

4 

5 0 

PH-0958 (Rev. 06/13) * Refer to Instructions for Completing JAR-H_yy 

.1
.
1
1
 

 
(
1

 
 
N

  
I
  X

  
-
  M

B
  

OWN OPERATE OWN AND OPERATE 

0
  0

 0
  0

 0
 

0 
0 
0 

0
 0

  0
  ®

 

  

2 
RDA 1530 

11 _0,3 
LE56(4-1,‘A 

    

State ID .902.81_ 

TENNESSEE DEPARTMENT OF HEALTH 
JOINT ANNUAL REPORT OF HOSPITALS 

2013 

SCHEDULE A - IDENTIFICATION* 

Federal 

1. Name of Hospital _Johnsaa_Cilv_Medical. Center._ Tax I.D. #.62,0.4.762Ra_ 
Did your facility name change during the reporting period? iJ  YES ® NO 
County _W_ashinctton_ 

2. Address of Street _400.North_State of_Franklin. 
Facility City _..lohnson_aity  

3. Telephone Number L423L431-6.11.1 
Area Code Number 

4. Name of Chief Executive Officer David__ 
First Name Last Name 

Signature of Chief Executive Officer 

5. Name of person(s) coordinating form completion _jasaiLvitiniams_ 
Telephone Number if different than above 142aL3.02,3364_ _ 

Area Code Number 

6. __..6Q1_ Office Use Only 

7. Reporting period used for this facility: 
Beginning Arm Ending ..,.06/30120.13 
Date Date 

8. Office Use Only 

9. Does your hospital own or operate or have other hospitals licensed as satellites of your hospital? ® YES (Th NO 
If yes, please complete the following. 

State Tennessee Zip _37.6.04,609._ 
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SCHEDULE B - CLASSIFICATION' Slate ID 90281 

1. CONTROL: 

A. Indicate the type of organization that is responsible for establishing policy for overall operation of the hospital 

1 Government-Non-Federal 2. Government-Federal 3. Nongovernmental not-for-profit 4. Investor-owned for-profit 

0 11 State (9 17 Armed Forces 20 Church-operated 0 23 Individual 
0 12 County Q 18 Veterans Admin. (i1, 21 Other Nonprofit Corporation (1) 24 Partnership 

1:) 0 

13 City 

14 City-County 
Q 19 Other, Please 

specify 
9) 22 Other not-for-profit, 

please specify 
(3  25 Corporation 

0 15 Hospital district 
or authority 

B. Is the hospital part of a health system? , YES Q NO 

If yes, please provide the name and location of the health system. 

Name mountaStates Health. Alliance City Johnson City  Stale Tennessee 

C. Does the controlling organization lease the physical property from the owner(s) of the hospital? 0 YES 

D. what is the name of the legal entity that owns and has title to the land and physical plant of the hospital? 

JskentatSlates±lealth Alb nee 

E. Is the hospital a division of a holding company? Q YES (;) NO 

F. Does the hospital itself operate subsidiary corporations? Q YES ,,".) NO 

G. Is the hospital managed under contract? C YES v  NO If YES, length of contract - 

It yes, please provide name, city, and state of the organization that manages the hospital 

H. Is the hospital part of a health care alliance? (*, YES (3 NO (see definition of alliance) 

If yes, please provide the name, city, and state of the alliance headquarters.  

Name _Premier Inc_ City San Diego 
Name City 

I. Is the hospital part of a health network? (...) YES 0 NO (see definition of network) 
If yes, please provide the the name, city, and slate of the network.  

Name _Integrated Solufions_Health Network City Johnson  CiLV_ 
Name Clty 

SERVICE: 

A. Indicate the ONE category that BEST describes your hospital. 

NO 

Slate California 

State 

State Tennessee 

State 

1
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(.1) 01 General medical and surgical 

• 02 Pediatric 

O 03 Psychiatric 

9 04 Tuberculosis and other respiratory diseases 

O 05 Obstetrics and gynecology 

O 06 Eye, ear, nose and throat  

C 07 Rehabilitation 

CI 08 Orthopedic 

(3 09 Chronic disease 

O 10 Alcoholism and other chemical dependency 

O 11 Long term acute care 

O 12 Other-spedfy treatment area 

3 
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SCHEDULE B- CLASSIFICATION (continued)* State ID .90281 

B. Does your hospital own or have a contract with any of the following? 
Specify one: Number of FTE 

(1) Yes 
1. Independent Practice Association 
2. Group Practice Without Walls 
3. Open Panel Physician-Hospital Organization (PHO) 

(2) No 

@ 
@ 

1) Own 

0 

@ 
0 

2) Contract 

@ 

lJ 

Physicians Physicians 

OIL 

4. Closed Panel Physician-Hospital Organization (PHO) @ U ll 
5. Management Services Organization (MSO) O 0 @ _the 
6. Integrated Salary Model (111 0 196 9.0 
7, Equity Model 0 00. 
8, Foundation 0 0 @ 0 _OA 

3. Have any of the following insurance products been developed for use in Tennessee by your hospital, health system, health network 
alliance or as a joint venture with an insurer? 
Check all that apply. 

Your Joint Venture 
(1) Hospital (2) Health System (3) Health Network (4) Alliance (5) With Insurer 

A. Health Maintenance Organization (1) ❑ (2) J❑ (3) ❑ (4) ❑ (5) ❑ 
B. Preferred Provider Organization (1) ❑ (2) ❑ (3) ❑ (4) 0 (5) ❑ 
C. Indemnity Fee For Service Plan (1) ❑ (2) ki (3) ❑ (4) 0 (5) 0 

4. Does your hospital have a formal written contract that specifies the obligations of each party with: 
A. Health Maintenance Organization (HMO)? () YES 0 NO 

1. How many do you contract with? 7  
2. Number of different contracts 

B. Preferred Provider Organization (PPG)? c:`, YES 0 NO 
1. How many do you contract with? 71  
2. Number of different contracts 44, 

5. What percentage of the hospital's net patient revenue is paid on a capitated basis? 
If the hospital does not participate in any capitated arrangement, please enter "0" f1Il 

6. How many covered lives are in your capitation agreements? 0 

1
 

T
R
  
P
  
N
I
K
-
H
B
 

PH-0958 (Rev. 06/13) 
4 

Refer to Instructions for Completing JAR-H_yy RDA 1530 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
1
9
6
8



SCHEDULE C- ACCREDITATIONS AND APPROVALS* State ID gam 

1. ACCREDITATIONS: 

A. Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 
Date of most recent accrediting letter or survey ___Iwrignal2_ 
If Yes, Is the hospital accredited under either/both of the following manuals: 
1. Comprehensive Accreditation Manual for Hospitals (CAMH) 
2. Comprehensive Accreditation Manual for Behavioral Health Care (CAMBHC) 
3. Other manuals, please specify 

*YES ONO 

.YES QNO 
OYES *NO 

B. Commission on Accreditation of Rehabilitation Facilities (CARE) 
Date of most recent accrediting letter or survey 

C. American College of Surgeons Commission on Cancer 
D. American Osteopathic Association (AOA) 
E. Toy Healthcare Specialists 
F. Community Health Accreditation Program (CHAP) 

2. CERTIFICATIONS: 

Medicare Certification 

3. OTHER: 

AYES @NO 
OYES @NO 
OYES *NO 
OYES @NO 
OYES 

*YES ONO 

A. THA Membership *YES ONO 
B. Hospital Alliance of Tennessee, Inc. Membership *YES QNO 
C. American Hospital Association Membership @YES ONO 
D. American Medical Association Approval for Residencies (and Internships) Q. ONO 
E. State Approved School of Nursing: 

Registered Nurses OYES *NO 
Licensed Practical Nurses ni YES *NO 

F. Medical School Affiliation *YES ONO 
G. Tennessee Association of Public and Teaching Hospitals (TNPath) (DYES *NO 
H. National Association of Children's Hospitals and Related Institutions (NACHRI) *YES ONO 
I. National Association of Public Hospitals (NAPH) *YES ONO 
J. Other, please specify College of American Pathologists (Loa. _  

Field is limited to 255 characters 

1
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SCHEDULE D - SERVICES' Slate ID Aug/ 

1. CERTIFICATE OF NEED: 

Do you have an approved but not compteted,certificate of need (CON)? (4 YES 
If yes, please specify: 

Name of Service or Activity Requiring the CON 
Construction Renovation, Expansion, and Replacement of Health Care Ins 
Construction, Renovation, Expansion, and Replacement of Hearth Care Ins 

0 NO 

    

# of Beds (if applicable) Date of Approval 
_02/25/2010. 
_02/28/2011_ 

   

        

        

2. Does your hospital own or operate Tennessee physician primary care clinics? 
How many physicians practice in these clinics? _0_ 

3. Does your hospital own or operate other physician/specialty clinics located in Tennessee? 
How many physicians practice in these clinics? 

4. Does your hospital own or operate a blood bank? 0 YES (44; NO 
If yes, please indicate: 

A. Distributes blood within the hospital 0 YES O NO 
B. Collects blood within the hospital 0 YES 0  NO 
C. Distributes blood outside the hospital 0 YES O NO 
D. Collects blood from outside the hospital 0 YES C) NO 

5. Does your hospital own or operate an ambulance service? Q. YES 0 NO 
If yes, please specify the counties where services are located. 

Washington Greene Carter 

Please specify the type of service and ownership relationship: 

0 YES (44 NO If yes, how many? 

0 YES /44) NO If yes, how many? 0 

0
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A. Land Transport 0 YES (j) NO If yes, 0 own; 0  operate:  0 own and operate; 0 own in joint venture 
B. Helicopter (4) YES 0 NO If yes, (4) own; 0 operate; 0 own and operate; 0 own in joint venture 
C. Special Neonatal Helicopter 0 YES (4) NO If yes, C) own; 0 operate; 0 own and operate; O own in joint venture 
D. Special Neonatal Land Transport (t YES Q NO If yes, 0 own: 0 operate; (4) own and operate; 0 own in joint venture 

6 
PH-0958 (Rev. 06/13) Refer to Instructions for Completing JAR-H_yy RDA 1530 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
1
9
7
0



SCHEDULED-SERVICES (continued)' State ID 90281 

Does your hospital own or operate en off-site outpatient/ambulatory clinic located in Tennessee? 0 YES 
If yes, please complete the following. 

@ NO 

Name of Clinic 
 Oown °operate °own and operate 0 own in joint venture 

County City 

C own  °operate °own and operate 0 own in joint venture 

NO 

Name of Clinic County City 

Does your hospital own or operate en off-site ambulatory surgical treatment center located in Tennessee? C). YES 
If yes, please complete the following. 

County 

County 

City 

City 

Name of Center 

Name of Center 

0 own °operate °own and operate 0 own in joint venture 

°own °operate C' own and operate Gown in joint venture 

PH-0958 (Rev 06/13) • Refer to Instructions for Completing JAR-H_yy RDA 1530 

8. Does your hospital own or operate en off-site birthing center located in Tennessee? 0 YES @ NO 
If yes, please complete the following. 

 0 own 0 operate own and operate 0 own in joint venture 
Name of Center County City 

Clown 0 operate Clown and operate Down in joint venture 
Name of Center County City 

Does your hospital own or operate en off-site outpatient diagnostic center located in Tennessee? fit YES 0 NO 
If yes, please complete the following. 

_Mo_gota State Imaging Cerjer_at Med Tech Park Washington Johnson City__ Down °operate (Town and operate Down in joint venture 
Name of Center County City 

WentertLthealth anci_Lrangjpg_cenler Washington Johnson City (Down °operate clown and operate 0 own in joint venture 
Name of Center County City 

10. Does your hospital own or operate an off-site outpatient physical therapy rehab center located in Tennessee? @ YES 0 NO 
If yes, please complete the following. 

Mountain States Rehab Washington Johnson City °own 0 operate `own and operate Gown in joint venture 
Name of Center County City 

 C. own °operate °own and operate 0 own in joint venture 
Name of Center County City 

1
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SCHEDULED- SERVICES (continued)' Stale ID agni_ 

11. Does your hospital own or operate a hospice that has a separate license located in Tennessee? G. YES /7: NO 

If yes, please complete the following.  

Gown ()operate own and operate Q  own in joint venture _ _ 
Name of Hospice County City 

Gown Q operate 0 own and operate 0 own in joint venture 

Name of Hospice County City 

12. Does your hospital own or operate en off-site assisted-care living facility located in Tennessee, 0 YES (W. NO 

If yes, please complete the following. 

0 own 0 operate Gown and operate Gown in joint venture 

Name of Facility County Cily 

Gown G operate a own and operate Q  own in joint venture 

Name of Facility County City 

13. Does your hospital own or operate a home for the aged located in Tennessee? 0 YES O NO 

If yes, please complete the following. 

  

__ Gown G operate `own and operate Gown in joint venture 
County City Name of Home 

 

    

Gown ()operate Down and operate 0 own in joint venture 

    

Name of Home 

 

County City 

14. Does your hospital own or operate an urgent care center? Q YES (i) NO 

If yes, please complete the following. 

Gown operate (town and operate 0 own in joint venture 
Name of Center County City 

2
7
9
1
 
0
0
  
T
R
  
P
  
N
I
K
-
H
B
 

Name of Center County 

15. Does your hospital own or operate a home health agency? G YES Ti6 NO 
If yes, please complete the following. 

Name of Agency:  

Location of Agency: City  County 

Number of Visits 

Down G operate Qown and operate Gown in joint venture 

PH-0958 (Rev. 06113)  

(gown G operate Gown and operate (Down in joint venture 
City 

Name of Agency: 

Location of Agency: City   County 

Number of Visits 

Gown G operate G own and operate G own in joint venture 

8 
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A. List mobile services: 

1 

2 

3 

4 

5 

6 

SCHEDULE O- SERVICES (continued)' State ID 90281. 

16. Does your hospital own or operate an oft-site nursing home located in Tennessee? 0 YES .11; NO 

If yes, please complete the following. 

0 own C operate Down and operate 0own in joint venture 
Name of Home County City 

Number of Beds -Total 0 = Medicare only (SNF) + Medicaid only (NF) + Medicare/Medicaid (SNF/NF)  + Not Certified 

C own 'Generate flown and operate Clown in joint venture 

Name of Home County City 

Number of Beds-Total 0 = Medicare only (SNF) + Medicaid only (NE)  + Medicare/Medicaid (SNF/NF) + Not Certified 

17. Does your hospital operate a hospital-based skilled nursing unit (subacute unit) licensed as a nursing home for skilled 

nursing care (excluding swing beds)? (1,) YES 0 NO If yes, please complete the following. 

frentiligIfignnItionet Care_ 13 0 

   

Name of SW Number of Licensed Beds Number of Staffed Beds 

Number of Admissions Number of Patient Days 

18. Does your hospital own, operate, or contract a mobile unit that operates in Tennessee? V YES Ca NO 

If yes, specify name(s) and whether owned, operated, or contracted. 
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,contract down ()operate (Down and operate flown in joint venture tt of visits 
Ocentract flown °operate ;Down and operate (Down in joint venture of visits 
°contract Gown (Doperate flown and operate Down in joint venture it of visits 
C)contract C) own n operate Gown and operate 0 own in joint venture N of visits 
fl contract (Down (operate °own and operate flown in joint venture tt of visits 
C contract CONTI &operate Gown and operate 0 own in joint venture _ tt of visits 
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SCHEDULE D - SERVICES (continued)* State ID 20281 

19. HOSPITAL-BASED SERVICES (See Explanation): 

Is This Serv'ce 
In Your 

YES 

Provided 
Hospital? 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 

Unit of 
Measure Number 

®.! 
0  Procedures Procedures _ ___ .3. 

ci) 0 
Procedures 2 Procedures 0 

Procedures ,_____11. 
Procedures n_ Procedures 101, 

Ci) 0 Patients 772 Patients 123. 
Treatments ___22Lt Treatments _ 111 

Patients 82 Patients ____9, 
Treatments . _,2,282 Treatments 43 _ 

r.; 0 Patients __149 Patients 3 158 
Encounters 1_42,12 

0 (ti# Treatments ft Treatments _____g_ 

0 
Patients _ 139. Patients 
Treatments .___555 Treatments __9286. 

Utilization of Selected Services 

A. Miscellaneous: 

Lithotripsy 

Percutaneous 

Extracorporeal Shock Wave 
# fixed units inside hospital ._0 
# fixed units off site  
# of mobile units _I 

days per week (mobile units) 3  

Renal Dialysis 
# of dedicated stations 7 

Hemo Dialysis 

Peritoneal Dialysis 

B. Oncology/Therapies: 

Chemotherapy 

Hyper-them-11a 

Radiation Therapy-Megavoltage 
# fixed units inside hospital 2 

# fixed units off site  
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SCHEDULE D - SERVICES (con inued)` State ID .9025:1_ 
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Is This Service 
In Your 

YES 

Provided 
Hospital? 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

(iii  0 Patients .___2272 Visits 3_0141. 
Procedures __A 4.99. Procedures _A258. 

Procedures _____A 
Procedures _(), Procedures 

Patients Lag_ Visits  8.244 
Procedures _12,534_ Procedures 12 772 

Procedures _2_541 

nV  

Procedures ._() Procedures D. 

Procedures _2279_ Procedures 4_742 
Procedures __2,552_ 

Procedures p Procedures 0. 

S --. ,._, Procedures _.2243 Procedures _4.305 

0 (1( Procedures .___Q Procedures 0 

(1# 0 Procedures 45L _ Procedures 6 till 

qi 0 
Procedures ___ 92 Procedures AIM_ 

Procedures __ft 
Procedures E.  Procedures ____fi 

S 0 Procedures _ _30 Procedures . 24A29. 

ri Procedures 2 Procedures 2 531 

Utilization of Selected Services 

C. Radiology: 

Computerized Tomographic 
Scanners CT/CAT 

fixed units inside hospital _1_ 
# fixed units off site q 
# of mobile units _ 

days per week (mobile units) 

Ultrafast CT 
# fixed units inside hospital „„3„ 
# fixed units off site t 
# of mobile units  

# days per week (mobile units) 21. 

Magnetic Resonance Imaging 
# fixed units inside hospital ___2. 
# fixed units off site _I 
It of mobile units 

# days per week (mobile units) 

Nuclear Medicine 

Radium Therapy 

Isotope Therapy 

Positron Emission Tomography 
# fixed units inside hospital 1  

fixed units off site _0- 
# of mobile units (L 

days per week (mobile units) ___tr 

Mammography 
of ACR accredited units _ 
other fixed units inside hospital 

# other fixed units off site fi.  
# of mobile units 

# days per week (mobile units) __ft 

Bone Densitometry 
al of units 1  

11 
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Open Heart Surgery 
# dedicated O.R.'s _  3  

E. Surgery: 

Inpatient 
# operating rooms 14. 

Outpatient (one day) 
# dedicated aR.'s __a 

F. Rehabilitation: 

Cardiac 

PH-0958 (Rev. 06/13) 
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SCHEDULE D - SERVICES (continued)* State ID .00281 

Note: Pediatric patients should be defined as patients 14 years old and y unger. 

Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

In Cath Lab Setting Outside Cath Lab Setting 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 Adult Procedures 3242 Adult Procedures ft 
Pediatric Procedures 0 Pediatric Procedures _0_ 

it? 0 Adult Procedures 125 Adult Procedures ______0_ 
Pediatric Procedures ___fi Pediatric Procedures 0 

0 Adult Procedures 1_442 Adult Procedures a 
Pediatric Procedures _ci. Pediatric Procedures 0 

® 0 Adult Procedures 4.462, 
Pediatric Procedures 1 

Adult Procedures _0 
Pediatric Procedures a 

ri) 0 Adult Procedures 1 548 Adult Procedures 316. 
Pediatric Procedures 11 Pediatric Procedures a 

0 a;), Adult Procedures __ 0  
Pediatric Procedures a 

Adult Procedures  
Pediatric Procedures 0 

To Inpatients To Outpatients 

C C Adult Operations 572. 
Pediatric Operations _0 

c., ,_,- Encounters 5.859. 
Procedures _6,856. 

C.® 0 Encounters __.5.3a8 
Procedures __5.3811 

U 0 Patients 700, Patients 922. 

12 
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Utilization of Selected Services 

D. Cardiac: 

Cardiac Catheterization 
Date Initiated ,_14(at1gga 
# labs 

Intro-Cardiac or Coronary Artery 

Percutaneous Transluminal 
Coronary Angioplasty 

Stents 

All Other Heart Procedures 

All Other Non-Cardiac Procedures 

Thrombolytic Therapy 
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SCHEDULE D - SERVICES (continued)* State ID .90281 

a Number of patient.days 

0 YES * NO 

Number of admissions 

* YES n NO 

'ce Provided 
iospital? 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

c--) tek Patients ___It Patients IL _ 
Episodes of Care 0 

--) c.,  Patients _13122 Patients _____0.. 
Episodes of Care -__._n_ 

(i-1  Patients jg Patients 0 
Episodes of Care ____il  

0 Patients __6_072 Patients ___47.1_ 
Episodes of Care _ 585.. 

bit) Patients 0 Patients 0. 
Episodes of Care 21. _ 

cmc  Patients 8,884. Patients 2.501 

rTh ‘.11,  Patients 0 

Episodes of Care 

Patients 

4_390_ 

D. 
Episodes of Care 0. 

C Patients _ 3,020 Patients 345 
Episodes of Care 365 

(41 Patients _0_ Patients __Q. 
Episodes of Care 0 

Do you have a dedicated inpatient physical rehabilitation un t? 

If yes. please complete the following. Number of assigned beds 

Do you have a dedicated outpatient physical rehabilitation unit? 

H. Pain Management: Patents Patients 

L
L

 6
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Utilization of Selected Services 

F. Rehabilitation (continued): 

Chemical Dependency 

Nutritional Counseling 

Pulmonary 

G. Physical Rehabilitation: 

Occupational Therapy 

Orthotic Services 

Physical Therapy 

Prosthetic Services 

Speech(Language Therapy 

Therapeutic Recreational Service 

13 
RDA 1530 

Is This Ser  
In Your 

YES 

0 

Qi 

0 

0 

0 

0 
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SCHEDULE D - SERVICES (continued)* State ID 90201 

Is This Service 
In Your 

YES 

Provided 
Hospital? 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 
0 
@ 
ci, 

riii) 

0 

0 

re-'; 

0 

;3 

@ 
@ 
0 

0 

0 

0 

® 

® 

C. 

@ 

3 

Deliveries 

Deliveries 

Deliveries 

Patients 

Infants Discharged 
Patient Days 

Infants Discharged 
Patient Days 

Patient Days 

__1.235.. 

0 Visits 0. 

1294 
111.61 

_ _0.  

0 

Utilisation of Selected Services 

I. Obstetrics/Newborn: 

Obstetrics Level of Care 

Level I 

Level II 

Level III 

Cesarean Section Deliveries 

Non C-Section Deliveries 

Birthing Rooms 
# rooms 
# LDRP beds 21 
# LOP beds __12, 

Labor Rooms 
# rooms  

Postpartum Services 
# beds 

Newborn Nursery 
# bassinets 

Premature Nursery 
# bassinets la 

Isolation Nursery 
# bassinets  

8
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SCHEDULE D - SERVICES (continued)* State ID 90281 

   

6
7
6
1
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Is This SerVce 
In Your 

YES 

Provided 
Hospital? 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

Donors 17 
0 (*.? Donations ______13 
n ,--, Transplants a 
0 — * Organs 

0 * # Harvested 4_ 
# Transplanted _a. 

0 ® # Harvested 13 
# Transplanted _ft. 

r-, L.:, 5_8 # Harvested 
# Transplanted 

17_ 
a 

0 Ci,. tt Harvested _A 
It Transplanted .13 

0 

0 

* 

Q. 

# Harvested 
# Transplanted 
# Harvested 

1 
ta, 

_11 
# Transplanted _A 

Donors _49- 
O Q. Donations 411 
0 C•6 

— 
Transplants _ I/ 

0 GO Tissues a 

0 c..) # Harvested  al 
# Transplanted G # Transplanted n 

0 * # Harvested _ _22. 
# Transplanted _. ,LL # Transplanted 0 

o * # Harvested 0 
# Transplanted _____0. # Transplanted 0 

0 * # Harvested _ __0, 

0 r-* /5. 

# Transplanted 
# Harvested 

_11 

a 

# Transplanted _____0_ 

# Transplanted 0 # Transplanted ____0. 

0 * # Harvested o 
# Transplanted n # Transplanted 0- 

O C•ii # Harvested aa 
# Transplanted 0 ft Transplanted 0. 

Utilization of Selected Services 

J. Transplants: 
Organs 

Total Donors 
Total Harvested 
Transplants 
Organ Bank 

Type of Organ: 
Head 

Liver 

Kidneys 

Pancreas 

Intestine 

Any Other 

Tissues 
Total Donors 
Total Harvested 
Transplants 
Tissue Bank 

Type of Tissue: 
Eye 

Bone 

Bone Marrow 

Connective 

Cardiovascular 

Stem Cell 

Other _Skin 

15 
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SCHEDULE D - SERVICES (continued)* State ID 2078j_ 

Is This SerVce 
In Your Hospital? 

YES 

Provided 

NO 

lizinfi t To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

de 0 Patients _  6  

0 ii) Patients a Patients __0. 

0 Ei.) Patients 0 Patients 0 

0 Patients Patients 0 
• Patient Days .. _ _ A 

Csi '3 Patients 
Patient Days _  3 Elf15.. 

0 Patients __1(t5.1_ 

C.) 

ii, 

r.,-) 

Patient Days 

Patients  
Patient Days 

Patients 

___  6 oaa.  

a 

Patient Days ._ ____0_ 

0 CZ; Patients 

o Cell 

Patient Days 
Patients 

___ _0_ 

Patient Days a 
n A d ,_ Patients 0 

Patient Days fl. 
0 (..er Patients 

Patient Days ,.___.0. 
Cal)  0 Patients 517 

Patient Days ___.9286 

ci6 Patients —Kt 
Patient Days _ _ j_696. 

(Si 0 Patients __73.113_ 
Patient Days __ag_thz_ 

O6 Patients 
Patient Days ___0. 

Patients 

Patient Days ._._2.491 

0
8
9
1
  0
0  
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Utilization of Selected Services 

K. Other: 

Hyperbaric Oxygen Therapy 

Gamma Knife 

Cyberknife 

L. Intensive/Intermediate: 

Burn Care Unit # beds ___ 0_ 

Cardiac Care Unit # beds __Li 

Medical Intensive Care Unit # beds __20. 

Mixed Intensive Care Unit # beds O. 

Neonatal Level of Care 
(Indicate highest level of care.) 

Level I # beds 0_ 

Level If A # beds _U 

Level II B # beds 10_ 

Level III A # beds  

Level III B # beds ,  0 

Level Ili C # beds 30 

Pediatric Care Unit # beds 10  

Stepdown ICU # beds 109 

Stepdown CCU # beds _a 

Surgical Intensive Care Unit # beds 

PH-0958 (Rev. 06113) 
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SCHEDULE D - SERVICES (continued)* State ID lout 
Is This Sery 

In Your 

YES 

ce Provided 
Hospital? 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

H.  0 Patients  
Patient Days 16 

(2) 1)11) Patients 0 
Patient Days o 

O ;:, Patients 

0 * Patients  o 

O (t Patients 0 Patients 0 
Treatments 0 Treatments 0 

0 CC),  Patients 0 Patients 0 
Treatments _ ____() Treatments 0 

C011  0 

Utilization of Selected Services 

L. Intensive/Intermediate (continued).  

Other, specify Neuro  

Number of beds a 

Other, specify 

Number of beds )_) 0 

M. Psychiatric Partial Hospitalization 

N. Psychiatric Intensive Outpatient Care 

0. Electroconvulsive Treatment 

P. Other Convulsive Treatment 

P. Negative Pressure Ventilated Room 
If yes, number of beds 55)  

R. 23 Hour Observation YES HE' NO Outpatient 5.3 

S. Cancer Patients: 

1. How many patients were diagnosed with cancer at your facility during this reporting period? 784 
2 How many patients were both diagnosed and provided the first course of treatment for cancer at your facility during this reporting period? yo 

3. How many patients were diagnosed elsewhere but provided the first course of treatment at your facility during this reporting period? 336  

1
  
1
 

T
R
  
P
  
N
I
K
-
H
B
 

PH-0958 (Rev. 06113) Refer to Instructions for Completing JAR-H_yy 
17 

RDA 1530 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
1
9
8
1



__$355603-,406 
3o5,5,42„, 

____$425$6195 
$11.742 0.9.0 

$0 

j  5418487,333 j  

Amount of discounts provided 
to uninsured patients $54,60_969 

$54278,285 $91.328,871  
Total Charity Total Charity plus Bad Debt 
(A6c + Mid) (A5f + A6c + And) 

SCHEDULE E - FINA 

Dates covered from _01421,2012 to sopigpp, Use zeros where appfic 
A. CHARGES (For reporting period only. Do not include revenue related losses; round 

Gross Patient 
Charges 

2
  
1
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PH-0958 (Rev. 06/13) 

NCIAL DATA' State ID 99381 

able. Do not leave 

to the nearest dollar.) 

$692 79112 _ _ $574v321231 W0,476881 
$209 045,253 5174,511262 $34 532 991 

626.3.599A16_ __.$32,206,754_ 
_ _$113,356,153_ $103 663a14 ____$9 693.139 

$1_4] 046,561 $118544211 _ $28.502,350 
$81,442,255 $12A60  869 

610,53 _ _$10,996 530 

11,056043.540. 

_$1 673 987 

_$1_93320_851 $12tis,N4,481 

S3.460,242_ - $2,691485_ _S46$25.7 
54 420 216_ 525Z4-0:1_ _ $.18.453$5 
$4423,953 $2281-675 $.1.852,218. 

512304.11 _ $8R33,041 _ „_ $3,971,370,  

_5152.394 717  _$1.1344_543   _ $t q50 
_S259322961 __ 1166,243 17_0 = ____89311.220t 
_5166.195.0.9 ___$115_303.594_ 560 591,435, 

113 954.692 $8,626 753 $5 327 939 

_$44,019,98 _ 270_ ___510,157 

_ 1636,686,177  _ $446,379,599 519030617_8 

9L290.02Lai @. 
$.19414QZ. 

$1 201514 82Q ._595.6.2.62_6 $246782177 

$6.94 750.259 - _$55?,9,34_917, 514.0,§1.6222 
51,898,315979 - $1510,716680_ 9301.598399 

- 62.131.443 

_  $393441 

__S10291$86 

—381959.552 

18 
*Refer to Instructions for Completing JAR-1-1_vy RDA 1530 

1. Government  

a) Medicare Inpatient - Total (include managed care) 

1) Medicare Managed Care - Inpatient 
b) Medicare Outpatient - Total (include managed care) 

1) Medicare Managed Care - Outpatient 
c) Medicaid/TennCare Inpatient' (for EAH use 7.b.2.) 
d) Medicaid/TennCare Outpatient' (for EAH use 7.b.2.) 

e) Other 
f) Total Government Sources 

2. Cover Tennessee *see instructions  
a) Cover TN 

b) Cover Kids 

c) Access Tennessee 
d) Total Cover Tennessee 

3. Nonaovernment  
a) Self-Pay 

b) Blue Cross Blue Shield 

c) Commercial Insurers (excludes Workers Comp) 
d) Workers Compensation 

e) Other 
f) Total Nongovernment Sources 

4. Totals  

a) Total Inpatient (excludes Newborn) 
b) Newborns 

c) Total Inpatient (includes Newborn) (643 + A4b) 

d) Total Outpatient 
e) Grand Total (AM + A2d + A30 

5. Bad Debt 

a) Medicare Enrollees 

b) Other Government 
c) Cover Tennessee 
d) Blue Cross and Commercially Insured Patients 

e) All Other 

f) Total Bad Debt 

6. Nonnovernment and Cover Tennessee Adiustments to Charges 
a) Nongovemment Contractual 
b) Cover Tennessee Contractual 

c) Charity Care - Inpatient 
d) Charity Care - Outpatient 
e) Other Adjustments, specify types 

Adjustments 
minus To Charges 

blank lines in this schedule.  

Net Patient 
equals Revenue 

Total Nongovernment Adjustments 
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SCHEDULE E- FINANCIAL DATA (continued)* State ID 902.81 

B. EXPENSES (for the reporting period only: round to the nearest dollar) CHARGES (continued) 

Other Operating Revenue 

a) Tax appropriations ............ „ 

b) State and Local government contributions: 

1) Amount designated to offset indigent care . 

2) Essential Access Hospital (EAH) payments 

3) Critical Access Hospital (CAN) payments .. 

4) Amount used for other  

5) Total  

c) Other contributions; 

1) Amount designated to offset indigent care 

2) Amount used for other  

3) Total  

d) Other (include cafeteria, gift shop. etc.)  

e) Total other operating revenue  

(Ala + A7b5 + A7c3 4 A7d) 

8 Nonoperating Revenue (No negative 
numbers! Losses or expenses should be 
reported in B2g.) 

a) Contributions  $1,342,544_ 
b) Grants  $564 685 
c) Interest Income  . 53.9.2,656_ 
d) Other  

e) Total nonoperating revenue 

(add A8a through A8d) 

f) TOTAL REVENUE  _ `9907,218,217 
(Net ALe Ale A8e) 

1 Payroll Expenses for all categories of per- 
sonnel specified below, (see definitions page) 

a) Physicians and dentists (include only salaries) $0 
b) Medical and dental residents (include 

medical and dental interns)   $0 
c) Trainees (medical technology. x-ray therapy, 

administrative, and so forth)     $9 
d) Registered and licensed practical nurses  

e) All other personnel   585,162_234 
f) Total payroll expenses  308,01  

(add B1a through B1e) 

2. Nonpayroll Expenses 

a) Employee benefits (social security, group 
insurance, retirement benefits)  $28543 270 

6) Professional fees (medical, dental, legal, 
auditing, consultant and so forth)  931,144,11.54 

c) Contracted nursing services (include staff from 
nursing registries, service contracts, and 
temporary help agencies)  

$2767,553 
d) Depreciation expense  $23 545 019 
e) Interest expense  $1$,361  982_ 
f) Energy expense  53  923,5gg 
9) All other expenses (supplies, purchased services, 

nonoperating expenses, and so forth)  _ _$1.39,190 595. 
h) Total nonpayroll expenses (add 02a through B2g) 

i) TOTAL EXPENSES (add Elf + B2h)  

_N50.4?1,595 

_$376.782_888 
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3. Are system overhead/management fees 
included in your expenses?  0 YES 0 NO 
It yes, specify amount .  _..535,N543Z 

19 
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SCHEDULE E - FINANCIAL DATA (continued)' State ID 50281 

C. CURRENT ASSETS 

1. Current Assets is defined as the value of cash, accounts receivable, inventories, marketable securities and other assets that could be convened to cash in less than 1 year. 

What were your current assets on the last day of your receding period (specified in Schedule A7 on page 2)? $80198531 
Net receivables are defined as the collectibles as of the last day of your reporting period, whether or not they are currently due. 

2. What were your net receivables on the last day of your reporting period? 75 428-0_21 

D FIXED ASSETS recorded on the balance sheet at the end of the reporting period (include actual or estimated value of planUequipment that is leased). 

1. Gross plant and equipment assets (including land, building, and equipment) $540 525 674 
2. LESS: Deduction for accumulated depreciation 

3. NET FIXED plant and equipment assets (D.1. Less 0.2,; if zero please explain on separate sheet) S23135$ 996- 

E. OTHER ASSETS recorded on the balance sheet at the end of the report/rig pelted (include assets not included above as current or fixed assets). 

What were your other assets on the last day of your reporting period (specified in Schedule A7 on page 2)? __$25893167 

F. TOTAL ASSETS 

Total Assets is the sum of current assets. fixed assets and other assets (C.1.+D.3.+E.). 

What were your total assets on the last day of your reporting period (specified in Schedule A? on page 2)? _5339 4511694 

G. CURRENT LIABILITIES 

Current liabilities is defined as the amount owed for salaries, interest, accounts payable, and other debts due within one (1) year. What were your current liabilities on the last day 
of your reporting period? $Z1 719 865 

H LONG TERM LIABILITIES 

1. Long Term Liabilities is defined as the amount owed for leases, bond repayment and other items due after one (1) year. What were your long term liabilities on the 

last day of your reporting period? 16 460,943- 
2. Long Term Debt Is defined as the value of obligations of over 1 year that require interest to be paid. What was your long term debt on the last day 

of your reporting period? $3,212122- 

I. OTHER LIABILITIES 

Other liabilities includes those Itabilities not reported as current (item G.) or long term (item H.1.). 

What were your total liabilities on the last day of your reporting period (specified in Schedule A7 on page 2)? _57018080n 

J. CAPITAL ACCOUNT 

Capital Account includes Fund Balance or Stockholder's Equity and all general, specific purpose, restricted or unrestricted funds. The Capital Account is the excess of assets over its liabilities. 
What was your capital account on the last day of your reporting period? _S264,295886 
Note: Total Assets should equal Liabilities plus Capital Account (i.e. item F AG.+H.1.+1.+1). 

K. 1. Federal Income Tax: 2. Local Property Taxes Paid During the Receding Period: 3. Other Local, State. or Federal Taxes: 

112. a) Taxes on the Inpatient Facility 31:51 _81 a (exclude sales tax) 
b) Terms on all Other Property _ sinojny 

L. Does your hospital bill include charges incurred for the following professional services? 

Radiology - 0 YES (i) NO Pathology - 0 YES ci1.)  NO Anesthesiology - 0 YES Qi_n NO Other - Specify 

20 
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SCHEDULE E - FINANCIAL DATA (continued)* State ID .9.0261 

M. TennCare Utilization and Revenue: 

1. Inpatient Utilization and Revenue for TennCare Managed Care Organizations: 

MCO NUMBER OF ADMISSIONS NUMBER OF PATIENT DAYS GROSS REVENUE NET REVENUE 
United Health Care Community Plan 0 0 $0 $0 
Amerigroup 0 0 $0 $0 
Blue Care 2,252 9,786 $59,792,668 $9,141,681 
TennCare Select 118 543 $3.540,614 $447,282 
TennCare, MCO (Not Specified) 1,424 6,597 $46, 198,776 $11,854,284 
Total MCO 3,794 16,926 $109,532,058 $21,443,247 

2, Outpatient Utilization and Revenue for TennCare Managed Care Organizations: 

MCO NUMBER OF PATIENTS NUMBER OF VISITS GROSS REVENUE NET REVENUE 
United Health Care Community Plan 0 0 $0 $0 
Amerigroup 0 0 $0 $0 
Blue Care 7,758 18,297 $45, 721,216 $5,337,628 
TennCare Select 553 1,520 $3,209,176 $324,282 
TennCare, MCO (Not Specified) 6,333 14,363 $39,633,756 $7,190,983 
Total MCO 14,644 34,180 $88,564,148 $12,852,893 
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SCHEDULE F- BEDS AND BASSINETS' State ID 202111. 

1. PLEASE GIVE THE NUMBER OF: 

A. TOTAL LICENSED ADULT AND PEDIATRIC BEDS AS OF THE LAST DAY OF THE REPORTING PERIOD 
(exclude beds in a sub-acute unit that are licensed as nursing home beds) _601 

B. The number of adult and pediatric staffed beds set up, staffed and in use as of the last day of the reporting period. 497 
C. NEWBORN NURSERY BASSINETS AS OF THE LAST DAY OF THE REPORTING PERIO 13.  
D. Licensed Beds that were not staffed at any time during the reporting period. 0 

2. STAFFED ADULT, PEDIATRIC, AND NEONATAL BEDS (exclude newborn nursery, include neonatal care units):  

Was there a temporary or a permanent change in the total number of beds set up and staffed during the period? 0 YES G'+, NO 
If yes, give beds added or withdrawn (show increase by + and decrease by -) and dale of change. 

Bed change (+ or -) 0 Bed change (+ or -) 0 Bed change (+ or -) 0 Bed change (+ or -) 0 

Date: Date:  Date: Date:  

3 SWING BEDS: 

A. Does your facility utilize swing beds? 0 YES (1p) NO If yes, number of Acute Care beds designated as Swing Beds. 0 

B. PLEASE SPECIFY THE FOLLOWING FOR BEDS WHEN USED FOR LONG TERM SKILLED OR INTERMEDIATE CARE: 

(How many admissions and how many days did you provide in the following categories?)  
INTERMEDIATE CARE ADMISSIONS PATIENT DAYS 

Private Pay 0 0 
Other 0 0 
Total 0 0 

SKILLED CARE ADMISSIONS PATIENT DAYS 
Commercial 0 0 
Blue Cross 0 0 
Medicare 0 0 
Private Pay 0 0 
Other 0 0 
Total 0 0 
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SCHEDULE F - BEDS AND BASSINETS (continued)* State ID 90261_ 

4. A. Number of Beds Set Up and Staffed on a typical day 

SERVICE BEDS 
Medical 0 
Surgical 0 
Medical/Surgical 360 
Obstetrics 21 
Gynecological 0 
OB/GYN 0 
Pediatric 24 
Eye 0 
Neonatal Care 39 
Intensive Care (excluding Neonatal) 53 
Orthopedic 0 
Urology 0 
Rehabilitation f) 
Chronic/Extended Care 0 
Pulmonary a 
Psychiatric 0 

Psychiatric specifically for Children and Youth under age 18 0 
Psychiatric specifically for Geriatric Patients 0 

Chemical Dependency 0 
Chemical Dependency specifically for Children and Youth under age 18 0 
Chemical Dependency specifically for Geriatric Patients 0 

Swing Beds (for long term skilled or intermediate care) 0 
Other, specify 0 
Unassigned 0 
TOTAL 497 

B. Number of Patients in hospital on a typical day. Exclude normal newborns (See Instructions), 
long term skilled or intermediate patients. 369  

5. OBSERVATION BEDS 

A. Do you use inpatient staffed beds for 23-hour observation? YES 0 NO If yes , number of beds 497 

B. Do you have beds assigned to dedicated 23-hour observation unit? 0 YES Ei7)  NO If yes, number of beds 0 

C. Do you have beds in a "same-day-surgery" unit that are used for both same-day surgery and 23-
If yes. number of beds 

PH-0958 (Rev. 003) • Refer to Instructions for Completing JAR-H_yy 

hour observation? 0 YES (i),* NO 
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SCHEDULE G - UTILIZATION' State ID )90281 

1. INPATIENT UTILIZATION (include normal newborns) 
Patient Census Records: 

Please indicate whether you are reporting Admissions and Inpatient Days (7) 
or Discharges and Discharge Patient Days f.3) 

2. UTILIZATION BY MAJOR DIAGNOSTIC CATEGORIES: 

MAJOR DIAGNOSTIC CATEGORIES 
ADMISSIONS 

OR 
DISCHARGES 

INPATIENT DAYS 
OR 

DISCHARGE PATIENT DAYS 
01 Nervous System 2,233 9,869 
02 Eye 43 115 
03 Ear, Nose, Mouth and Throat 231 651 
04 Respiratory System 3,383 18,686 
05 Circulatory System 5,113 22,663 
06 Digestive System 1,923 10,278 
07 Hepatobitiary System & Pancreas 819 4,531 
08 MusculoskeletaI Sys. & Connective Tissue 2,896 11,629 
09 Skin, Subcutaneous Tissue & Breast 809 3&05 
10 Endocrine, Nutritional & Metabolic 757 2,818 
11 Kidney & Urinary Tract 1.402 7,173 
12 Male Reproductive System 63 267 
13 Female Reproductive System 201 730 
14 Pregnancy, Childbirth & the Puerperium 1,514 4,530 
15 Normal Newborns & Other Neonates with 

Conditions Originating in the Perinatal Period 
487 7,501 

16 Blood and Blood Forming Organs and 
Immunological Disorders 

342 1,614 

17 Myeloproliferative Disorders & Poorly Differentiated 
Neoplasms 

220 1,474 

18 Infectious & Parasitic Diseases 1,119 9,106 
19 Mental Diseases & Disorders 99 414 
20 Alchohol/Drug Use & Alcohol/Drug-Induced 

Organic Mental Disorders 
155 543 

21 Injuries, Poisoning, & Toxic Effects of Drugs 448 1,593 
22 Burns 14 44 
23 Factors Influencing Health Status and Other 

Contacts with Health Services 
133 511 

24 Multiple Significant Trauma 125 1,030 
25 Human Immunodeficiency Virus Infections 15 54 
26 Other DRGs Associated with All MDCs 394 6,624 
TOTAL 24,938 127,753 
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SCHEDULE G- UTILIZATION (continued)* State ID 90251 

3. UTILIZATION BY REVENUE SOURCE (excluding normal newborns -- see Instructions) 

Patients should be categorized according to primary payer and counted only once. 
Please indicate whether you are reporting Admissions and Inpatient Days 0 or Discharges and Discharge Patient Days ® 

a) Self Pay 

b) Blue Cross/Blue Shield 

c) Champus/TRICARE 

d) Commercial Insurance 
(excludes Workers Comp) 

e) Cover TN 

f) Cover Kids 

9) Access TN 

h) Medicaid/Tenncere 

i) Medicare-Total 

Medicare Managed Care 
j) Workers Compensation 

k) Other 

ADMISSIONS 
OR 

DISCHARGES 

1.925. 

INPATIENT DAYS 
OR 

DISCHARGE PATIENT DAYS 

11.1(15_ 

OUTPATIENT 
VISITS* 

17 585  
2,784 

197 
_11595 52 809 

859 3 191 

1.648 7906_  31 407 

1¢ 51 38.5 
115 261 1 153 

a 41 151 

In 23355_ 4366$, 

'Pia 7_2,522. 9_3-4_0L 
4 411 26795 36795 

114 574 959 
%at 1 317 4,783 
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I) Total 25.694 125692_ 249 491 

Should include emergency department visits and hospital outpatient visits 

4. NUMBER OF PATIENTS BY AGE GROUP (excluding normal newborns —see Instructions) 
Please indicate whether you are reporting Admissions and Inpatient Days Q or Discharges and Discharge Patient Days @ 

ADMISSIONS INPATIENT DAYS.  
OR OR OUTPATIENT 

Age
DISCHARGES DISCHARGE PATIENT DAYS VISITS" 

Under 15 years 1  455   11 100_ 034 
15-17 years 255 802 3 912 
18-64 years 11.,B10 57 127 160947, 
65-74 years 4035 25.735_ 38206 
75-84 years 3 659 2Q 551 _-23269 
85 years 8 older 1E32. 10_314. 10 624 

GRAND TOTAL 23.64.4 249 491 

" Should include emergency department visits and hospital outpatient 
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SCHEDULED-UTILIZATION (continued)* State ID 90251. 

5. PATIENT ORIGIN (excluding normal newborns— see Instructions) 
Indicate usual residence of patients and number of patient days. Please indicate whether you are reporting 

Admissions and Inpatient Days C) or Discharges and Discharge Patient Days Cta 

**List only those counties in other states that represent at least 1 percent of the total admissions or discharges to your hospital. 
If you have fewer than 500 total discharges or admissions annually, list only those counties that represent at least 2 percent 
of your total admissions or discharges. 

County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

01 Anderson 6 11 
02 Bedford 0 0 
03 Benton 0 0 
04 Bledsoe 0 0 
05 Blount 4 6 
06 Bradley 3 19 
07 Campbell 0 0 
08 Cannon 0 0 
09 Carroll 0 0 
10 Carter 3,133 16,369 
11 Cheatham 0 0 
12 Chester 0 0 

13 Claiborne 7 60 
14 Clay 0 0 
15 Cocke 93 635 
16 Coffee 1 5 
17 Crockett 0 0 
18 Cumberland 1 6 
19 Davidson 6 16 
20 Decatur 0 0 
21 DeKalb 0 0 
22 Dickson 5 92 
23 Dyer 0 0 
24 Fayette 0 0 
25 Fentress 1 3 
26 Franklin 0 0 
27 Gibson 0 0 
28 Giles 0 0 
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County it Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

29 Grainger 15 83 
30 Greene 1,575 8,558 
31 Grundy 0 0 
32 Hamblen 69 490 
33 Hamilton 6 15 
34 Hancock 10 42 
35 Hardeman 0 0 
36 Hardin 0 0 
37 Hawkins 266 1,625 
38 Haywood 0 0 
39 Henderson 0 0 
40 Henry 0 0 
41 Hickman 0 0 
42 Houston 0 0 
43 Humphreys 0 0 
44 Jackson 0 0 
45 Jefferson 24 155 
46 Johnson 966 5,011 
47 Knox 36 196 
48 Lake 0 0 
49 Lauderdale 0 0 
50 Lawrence 1 2 
51 Lewis 0 0 
52 Lincoln 1 5 
53 Loudon 3 8 
54 McMinn 0 0 
55 McNairy 0 0 
56 Macon 
57 Madison 0 0 
58 Marion 0 0 
59 Marshall 0 0 
60 Maury 0 0 
61 Meigs 2 12 
62 Monroe 4 26 
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5. PATIENT ORIGIN (continued) 
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County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

63 Montgomery 1 3 
64 Moore 0 0 
65 Morgan 0 0 
66 Mien 0 0 
67 Overton 0 0 
68 Perry 0 0 
69 Pickett 0 0 
70 Polk 0 0 
71 Putnam 1 4 
72 Rhea 0 0 
73 Roane 4 24 
74 Robertson 0 0 
75 Rutherford 
76 Scott 0 0 
77 Seguatchie 0 0 
78 Sevier 10 37 
79 Shelby 3 21 
80 Smith 0 0 
81 Stewart 0 0 
82 Sullivan 1922 10.415 
83 Sumner 3 24 
84 Tipton 1 7 
85 Trousdale 0 0 
86 Unicoi 1.517 7,872 
87 Union 1 3 
88 Van Buren 0 0 
89 Warren 0 0 
90 Washington 10,583 53,866 
91 Wayne 1 9 
92 Weakley 0 0 
93 White 1 4 
94 Williamson 3 5 
95 Wilson 1 8 
96 TN County Unknown 0 0 

Tennessee Total 20,292 105,756 
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5. PATIENT ORIGIN (continued) 
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State A County Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

ALABAMA COUNTIES: 
(Specify) 
1) Lauderdale 2 6 
2) Jefferson 1 2 
Other Alabama Counties 3 11 
Alabama Total 6 19 

GEORGIA COUNTIES: 
(Specify) 
1) Fulton 4 10 
2) Cherokee 2 5 
Other Georgia Counties 9 49 
Georgia Total 15 64 

MISSISSIPPI COUNTIES: 
(Specify) 
1)  Lauderdale 1 5 
2)  0 0 
Other Mississippi Counties 0 0 
Mississippi Total 1 5 

ARKANSAS COUNTIES: 
(Specify) 
1) Nome 1 4 
2) 0 0 
Other Arkansas Counties 0 0 
Arkansas Total 1 4 

MISSOURI COUNTIES: 

(Tohnson

offy) 
1) Christian 2 
2) J 2 
Other Missouri Counties 1 2 
Missouri Total 3 6 
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5. PATIENT ORIGIN (continued) 
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State & County Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

KENTUCKY COUNTIES: 
(ffy) 
1) Harlan 46 443 
2) Letcher 21 99 
Other Kentucky Counties 15 165 
Kentucky Total 82 707 

VIRGINIA COUNTIES: 
(Specify) 
1) Smyth 451 2,756 
2) Wise 461 2,834 
Other Virginia Counties 1,571 9,342 
Virginia Total 2,483 14,932 

NORTH CAROLINA COUNTIES: 
Tify) 
1) Awry 247 1,308 
2) Mitchell 98 876 
Other North Carolina Counties 204 1,051 
North Carolina Total 549 3,235 

OTHER STATES: 
cily) (

Iest 
1) Florida 56 223 
2) W Virginia 35 177 
All Other States and Countries 121 564 

RESIDENCE UNKNOWN: 0 0 
GRANO TOTAL 23,644 125,692 
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5 PATIENT ORIGIN (continued) 
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SCHEDULE G - UTILIZATION (continued)" State ID .90281 

6. Delivery Status: 

A- Number of Infants Born Alive __ins 

B. Number of Deaths Among Infants Born Alive  

C. Number of Fetal Deaths (350 grams or 20 weeks or more gestation) 

5
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SCHEDULE H- PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS' State ID 002.8t 

1. TYPE OF UNIT - PSYCHIATRIC: 

A. Do you have a dedicated psychiatric unit? Q YES (r NO 
B. Do you have a designated Gem-Psychiatric Unit? 0 YES @ NO 

2. BEDS 

A. Number of assigned beds   0 

B. Dale unit opened 

If yes, please complete items on this page and on the next page. 

3. UTILIZATION BY AGE GROUPS: 

Please indicate if you are reporting Admissions and Inpatient Days Q or Discharges and Discharge Patient Days. 0 

Inpatient 
Partial Care or 
Day Hospital Outpatient  

Number of 
Patients on 

September 30 

Number of 
Admissions or 

Discharges 

Number of Inpatient 
or Discharge 
Patient Days 

Number 
of 

Sessions 

Number 
of 

Visits  

0 0 0 0 

0 

AGE GROUPS 

Children and/or 
Adolescents 
Ages 0-17 

Adults 
Ages 18 - 64 

Elderly 
Ages 65 and 

older 

Total 

4. Is the psychia ric service managed under a management contract different from the hospital itself? Q YES @ NO 
If yes, please specilly name of organization that manages the unit. 

5. Do you have contracts with Behavioral Health Organizations? 0 YES (5) NO 

6
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6. Does your hospital use: If Yes, Number of Patients Number of Nines Seclusion 
Secluded or Restrained or Restraint was Initiated 

.9q9.9-1L .Age Hit_ .26,0-17 _Awe 18t..  
A. Seclusion Q YES Q. NO ---6. 0 0  
B. Mechanical Restraints (D YES @ NO   _Li 0   0. _0_ 
C. Physical Holding Restraints Q YES 6) NO 0 9- ____LI 9  
D. Chemical Restraints 0 YES @ NO _ D 0 .9. Q  
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SCHEDULE H- PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued)' State ID 90231 

7. FINANCIAL DATA - PSYCHIATRIC 

INPATIENT OUTPATIENT TOTAL ADJUSTMENTS NET PATIENT 
CHARGES plus CHARGES equals CHARGES minus equals REVENUE TO CHARGES 

GROSS PATIENT REVENUE & NET 
PATIENT REVENUE BY PAYER: 

1. Self Pay SR $o so = $0 
2_ Blue Cross/Blue Shield $0   $0  = _ 
3. Champus/TRICARE + - __So_ = $o 
4. Commercial Insurance (excludes Workers Comp) $0_ _$0 - ___So = $0 

$0 $9_ so 
5. Cover TN $0 + $D. - = 
6. Cover Kids $0 $P. $3_ SO. + = 

$O .3il _SO. 
7. Access TN + - = 
8. Medicaid/Tenncare _SA _SO $3 $o. So + - = 
9. Medicare-Total + Jo_ - $0 = 

Medicare Managed Care + _so - = SD 
$0 $0 $9_ = 

10. Workers Compensation + - 
11. Other $0 + $0 _so - $0 = SD_ 

B. NON-GOVERNMENT ADJUSTMENTS 
TO REVENUE 

Bad Debt 

2. Charity Care 
$3 

3. Contractual Adjustments 
4. Total 

$D_ 
5. Amount of discounts provided to uninsured patients 

$Q. 

8 A. SERVICE CHARGES INPATIENT OUTPATIENT 
CHARGES CHARGES 

L
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1. Routine Treatment 50 $9  
2. Ancillary Services _____ _ $9 $0  
3. Other 

4. Total SO. IQ_ 

B. Do these charges include physicians' fees? C-,  YES 0 NO 
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SCHEDULE H - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued)' Slate ID g02§1_ 

1. TYPE OF UNIT - CHEMICAL DEPENDENCY: 

Do you have a dedicated chemical dependency unit? C YES /XX NO If yes, please complete items on this page and on the next page 

2. BEDS 

A. Number of assigned beds 0 
B. Dale unit opened 

3. UTILIZATION BY AGE GROUPS: 

Please indicate If you are reporting Admissions and Inpatient Days 0 or Discharges and Discharge Patient Days. (D 

In pa lienI 
Partial Care or 
Day Hospital  Outpatient Residential Care 

AGE GROUPS 
Number of 
Patients on 

September 30 

Number of 
Admissions or 

Discharges 

Number of Inpatient 
or Discharge 
Patient Days 

Number 
of 

Sessions 

Number 
of 

Visits 

Number 
of 

Visits 

Children and/or 
Adolescents 
Ages 0-17 

o o 0 0 

Adults 
Ages 18 -64 

0 

Elderly 
Ages 66 and 

older 

0 0 0 0 0 g 

Total 
0 0 0 0 0 0 

4 Is the chemical dependency service managed under a man gement contract dills ent from the hospital itself? 0 YES ® NO 
If yes, please specilfy name of organization that manages the unit. 

5. Do you have contracts with Behavioral Health Organizafion ? C YES (41) NO 
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B. Do these charges include physicians' fees? O YES 0 NO 

PH-DOSS (Rev. 06113) Refer to Instructions for Completing JAR-H_yy 

6
6
6
1
  0
0  
T
R
O
P
S
G
N
I
K
-
H
B
 

35 
RDA 1530 

SCHEDULE H - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continuedf State ID xiggi 

6 FINANCIAL DATA - CHEMICAL DEPENDENCY 

INPATIENT OUTPATIENT TOTAL ADJUSTMENTS NET PATIENT 
CHARGES plus CHARGES equals CHARGES minus  TO CHARGES  equals REVENUE 

A. GROSS PATIENT REVENUE 8 NET 
PATIENT REVENUE BY PAYER: 

     

t Self Pay $0 + $0 = $0 $O = SO 
2. Blue Cross/Blue Shield $0 . _ ______________ 4  $0  = _$0 $0 = 
3. Champus/TRICARE $0 + / SO_ - ___ _  __SI $o._ = SO 
4. Commercial Insurance (excludes Workers Comp) $0 + SQ = $O IQ ____$0.  
5. Cover TN SO /a = __.$0. $9 _____Ift 
6. Cover Kids $.0 + $0 = ___D_ 50 = SQ. 
T. Access TN $0 + IQ' SQ. SO _IQ 
0 MedicaidfTenncare $.0. + $0 SO SO = A 0. 
9. Medicare-Total __$.0 + $0= so _So_ so 

Medicare Managed Care SO + so. = $0. _$.9_ Jo ___ 
10. Workers Compensation SO_ + $.0_ = - __IQ IQ $o ' 
11. Other SO 4 $0. = .60_ _SQ. $9. 

B. NON-GOVERNMENT ADJUSTMENTS 
TO REVENUE 
1. Bad Debt Q 
2. Charity Care 
3. Contractual Adjustments 

Total 
5. Amount of discounts provided to uninsured patients _SS? 

7. A. SERVICE CHARGES INPATIENT 
CHARGES 

OUTPATIENT 
CHARGES 

1. Routine Treatment _ _ . W. _ _ _ _S... 
2- Ancillary Services $0  SD. 
3. Other 60. $0 
4. Total ...60_ S
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SCHEDULE I- EMERGENCY DEPARTMENT" State ID 992fft 

1. What is the direct telephone number info your Emergency Department? (493_1431-6561 

2. Is the Emergency Department managed under a management contract different from the hospital itself? 0 YES j  NO 
if yes, with whom is the contract held? 

3. Emergency Department: 

Number of visits by payer: 

A. Self Pay 1265 H. Medicaid/Tenncare L. Grand Total ___52_954_ 

B. Blue Cross/Blue Shield filfli 
United Health Care Community Plan 
Amerigroup 

6./76_ 

C Champus/TRICARE __543 Blue Care B-945 

D. Commercial Insurance TennCare Select 452 
14L (excludes Workers Comp) TennCare. MCO (Not Specified) 

TennCare Total i&A2fl. 
E. Cover TN 41 

Medicare-Totalt.  
F. Cover Kids 22 Medicare Managed Care 

G. Access TN J. Workers Compensation 327. 

K. Other _1232_ 

4. Is your Emergency Department staffed 24 hours per day? r:-; YES (Th, NO If no, please give hours covered. _su.  
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SCHEDULE I - EMERGENCY DEPARTMENT (continued)* State ID _60281. 

5. Indicate the number of the following personnel available in the hospital on a normal day and 
how many are available to the Emergency Department 

ON HOSPITAL IN EMERGENCY 
CAMPUS DEPARTMENT 

A. PHYSICIANS: 
Board certified in Emergency Medicine 
Board eligible in Emergency Medicine 
Declared Speciality of Emergency Medicine __1 __1 
Board Certified Psychiatrists 1 0_ 
Other Physicians Available to Emergency Department 

B. NURSES: 
Nurse Practitioners _2_ 1  
R.N.'s with formal emergency training and experience 
Other R.N.'s __ _ __ Di si 
L.P.N.'s and other nursing support personnel   __0.	 a 
Clerical Statf _2 __It 

C. OTHER: 
E.M.T. 
E.M.T. advanced 

 0_ 
0 
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SCHEDULE I - EMERGENCY DEPARTMENT (continued)* State ID _9n281 

6 SUPPORTIVE SERVICES: 

A. COMMUNICATIONS:
YES NO 

Two-Way radio in ER with Access to: 

Central Emergency Dispatch Center dria 0 

Ambulances GI 0 

Other hospitals bi) 0 

B. HELIPORT: Cif 0 

C. PHARMACY IN ER: 0 C.!) 

D. BLOOD BANK (check ONLY one): 

Fully stacked 

Common blood types only 

7. Do you have dedicated centers for the provision of specialized emergency care for the following: 

A. Designated Trauma Center ® YES 0 NO 

B. Burns 0 YES (?), NO 

If yes, do you have a designation by a government agency as a Burn Center? 0 YES O NO 

C. Pediatrics Ai; YES 0 NO 

D. Other, specify 

8. Triage: A. Total number of patients who presented in your ER. _52265. 

B. Total number treated in your ER„52.964 

C. Total number not treated in your ER but referred to physician or clinic for treatment. 
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1 Administration: 

A. Administrators & Assistants . _ 0.0_ 

B. Director, Health Services 
Research & Assistants  _ 

C. Marketing & Planning Officer(s) 
&Assistants   0 p 00 

D. Financial and Accounting 
Officer(s) & Assistants    _2D  

2. Physician and Dental Services.  

A. Physicians  Q.Q 
9. Medical residents  00 00 
C. Dentists 

D. Dental residents  ------0i0 06 
3. Nursing Services: 

A. RNs - Administrative .  0.2 00 
B. RNs - Patient care/clinical   90,4J 30.6 
C. LPNs   41a 0.0 
D. Ancillary nursing personnel  ______277 0.0 

4. Certified Nurse Midwives  012  0.0 
5 Nurse Anesthetists  ___ 0,0_ 0,9 
6 Physicians assistants     0_0   0.0 
7. Nurse practitioners     1.0 
8 Medical record service: 

A. Medical record administrators... 

B. Medical record technicians 
(certified or accredited)  

C. Other Medical record technicians . 

9. Pharmacy: 

A. Pharmacists, licensed......, 

B. Pharmacy technicians ..... 

C. Clinical Phar-D  

10. Clinical laboratory services.  

A. Medical Technologists   22_1 00 

040.  

0,2_ 

 21 9.0  

04 O° 

19_0 00 

31.5 00 
19.4 9_5 

B. Other laboratory personnel 

11 Dietary services: 

A. Dietitians  

B. Dietetic technicians  

   

942 

  

     

      

0.0. 
511. 

      

   

0.0 

 

    

'• Full-time + Part-time specified in Full Time Equivalent 

**' Please check If contract staff is used. 

SCHEDULE J - PERSONNEL ON PAYROLL AS OF LAST DAY OF REPORTING PERIOD AND USE OF CONTRACT EMPLOYEES' Stale ID _99281. 

Full-Time Use Contract Staff Fdl-Time Use Contract staff 
Equivalent^ Equivalent in this Employee Equivalent" Equivalent in this Employee 

Budgeted Category"' Budgeted Category'" 
Vacancies Vacancies 

C
O

 O
2
O

O
 D
i
  

a
  

m
nK

-m
e 

12. Radiological services: 

El A Radiographers (radiologic 
technologists) .  

D B. Radiation therapy technologists  

C. Nuclear medicine technologists  

O 0. Other radidogic personnel  

D A. Occupational therapists  

13.Therapeutic services: 

B. Occupational therapy 
O assistants & aides  

O C. Physical therapists ......... .. ____ 17 8__0,9.  ❑ 

O D Physical therapy assistants & aides 

O E. Recreational therapists  PA ❑ 
14. Speech and hearing services: 

E A. Speech Pathologist  63  0_7_ ❑ 
M S. Audiologist  0.0 0.9 0 
RA 15. Respiratory therapy services: 

O A. Respiratory therapists   =555 2_9 0 
El B. Respiratory therapy technicians 160  0.0 0 
O 16. Psychiatric services: 

O A. Clinical psychologists   0.0 0.0 D 
E B Psychiatric social workers   0 0 OA) 0 

C. Psychiatric registered nurses 0.0 00 0 
Ei D. Other mental health professionals  

17. Chemical dependency services: 

O A. Clinical psychologists  
D B. Social workers  

C. Registered nurses  
O D. Other specialists in addiction 
O and/or in chemical dependency  
O 18. Medical Social workers  

19. Surgical technicians  
O 20. All other certified professional 
O & technical  

21. All other non-certified professional 

O 8, technical  

O 22. All other personnel  

TOTAL  

39 
RDA 1530 

 0.0 ❑ 

0.0 ❑ 

1 8 ❑ 
57.6 69 ❑ 

 7.2   0.8 •Q4  

00 ❑ 

Ps, 

0.0 _ 

0.0  

0.0 
412 00 

5242_ 0.2_  

025_ 00 

18.41 I9 0 
815.7  
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4. DENTAL SPECIALTIES: 

TOTAL .514. 
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SCHEDULE K - MEDICAL STAFF' State ID .902.84. 

(1) 
Number of Active 

and Associate 
Medical Staff 

(Include Board 
Certified) 

(2) (3) 
Number of Active Number of House 

and Associate Staff Who Are 
Medical Staff Who Interns. Externs 
Are Board Certified or Residents 

ar . . _31 21 

297, 7F 
16, 

____80_ 
_II 220.. _2. 

4 _A a 
22 21 31 
21 _et a 
25. 74 65 

IL 16. 23. 
20 13. 

1. MEDICAL SPECIALTIES: 
A. General and family practice 
B. Pediatric 
C. General internal medicine 
D. Psychiatric 
E. Neonatologist 
F. Cardiologists 
G. Neurologists 
H. Other medical specialties 

2. SURGICAL SPECIALTIES: 
A. General surgery 
B. Obstetrics and gynecology 
C. Perinatologists to_ a 
D. Gynecology 3 _ .3. 0 
E. Orthopedic 21. 
F. F. Neurosurgeons 12  __la a  
G. Cardiovascular 0 0 a 
H. Gastroenterology 2Z.  
I. Other surgical specialties   it 

3. OTHER SPECIALTIES: 
A. Pathology 2211 11 fi. 
B. Radiology 21_ 21 __ft 
C. Anesthesiology 16. 16  EL 
D. Other specialties IL 
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SCHEDULE L - PERINATAL* State ID )90281 

1A. Name of person completing Perinatal survey 
18. Telephone Number 1423) 431-6640 
1C. Fax Number (426) 431-5494_ 

Please complete the following questions. 

Allison Cehran 

 

2. Births 
A. Total number of live births 
B. Birth weight below 2500 grams (Sib 8oz) __ _236 
C. Birth weight below 1500 grams (3 lb 5oz) 

3. Number of babies on ventilator longer than 24 hours 85 

4. Number of babies received from referring hospitals for neonatal management 165 
YES 

iTie 

NO 

0 

0 

5. Is Medical Director of Obstetrics board certified/eligible in maternal-fetal medicine? 

6. Is Medical Director of the Nursery board certified/eligible in neonatal-perinatal? 

7. Do the following subspecialty consultants spend more than 2/3 full-time effort at your hospital? 

A. OBSTETRICS: 
Perinatal Sonologist  0 C) 
Hematologist  0 0 
Cardiologist  0 

B. NEONATAL: 
Pediatric Radiologist  0 @ 
Pediatric Cardiologist  Ci) 0 
Pediatric Neurologist  0 Co) 
Pathologist  0 15) 
Pediatric Surgeon  

S
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SCHEDULE M - SURVEY ON NURSING PERSONNEL' Slate ID 90281 

(As of the last day of the reporting period) 

1. Registered Nurses 

HIGHEST EDUCATION 
LEVEL 

FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 

THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

PRIMARY ROLE 
(NUMBER OF POSITIONS) 

CLINICAL ADMINISTRATIVE 
Total 875.3 00 00 0.0 1004.0 570 
Bachelors Degree 485.3 0.0 0.0 0.0 564.0 30.0 
Associate Degree 381.6 0.0 0.0 0.0 429.0 27.0 
Diploma 8.4 0.0 0.0 0.0 11.0 0.0 
Masters Degree 0.0 0.0 00 0.0 0.0 0.0 
Doctorate Degree 0.0 0.0 0.0 0.0 0.0 0.0 

2. Advanced Practice N rses 
NURSING 

PERSONNEL 
CATEGORY 

FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 

THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

PRIMARY ROLE 
(NUMBER OF POSITIONS) 

CLINICAL ADMINISTRATIVE 
Total 2.0 0.0 0.0 0.0 2.0 0.0 
Nurse Practitioner 2.0 0.0 0.0 0.0 2.0 0.0 
Clinical Nurse Specialist 0.0 0.0 0.0 0.0 0.0 00 
CRNA 0.0 0.0 0.0 0.0 0.0 0.0 
Certified Nurse Midwife 0.0 00 0.0 0.0 0.0 0.0 

3. Licensed Praclical N rses 
LPNs NUMBER OF POSITIONS 

YOU PLAN TO ADD IN 
THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

Total 0.0 0.0 

4. Recruitment of NursJ g Personnel 

The following are selecte specialties for which hospitals come ly report recruiting difficulties_ 
Please specify other cat gories as necessary. 

NURSING PERSONNEL CATEGORY FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 
THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

CCU/ICU 159.6 0.0 0.0 0.0 
ER 60.0 0.0 0.0 0,0 
Other (Specify): 

0.0 0.0 0.0 0.0 
0.0 0.0 0.0 0.0 

42 
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SCHEDULE N - HEALTH CARE PLANS ACCEPTED* State ID 902.S11_ 

The Health Consumer Right-to-Know Act of 1998 which was signed by Governor Sunguist in May, 1998 requires hospitals to report 
to the Department of Health "health care plans accepted by the hospital" as well as a variety of information that is included in earlier schedules 
of the Joint Annual Report. In order to allow the Joint Annual Report to meet the entire reporting requirement described in this act, please list 
all health insurance plans with which you currently - as of the last day of this reporting period-have a valid contract. List each plan separately 
not just the name of the company. For example, if you have contracts to provide services to individuals enrolled in Blue Choice and Blue 
Preferred, list both plans and do not only list Blue Cross Ai Blue Shield of Tennessee. 

Plans: 

7
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_Aetna - EPO Cleo/ Choice 

Aetna - HMO QPOS  
_Aetna - HMO - Select Choice  

AellarsHME_JIS AccA5 

Aelnar_EQSF Managel.Pheice 
Aetna - FED - Open choice 
BAQNIGreetflep_Q_  

Elluecros$ TN -  EEO  

SIISPCMOS IN - PPQ - ue_SelecL_  
.210-Q019.5.6_1EL-_EEOF_BSIO.FPleCt.s.SAIF 

.1314.e.U.3§ TN - PPQ.:fillUe Prdgragi 
nieS/LOS_ErKzalilYSEreferfeci_SNP  
B.Lueoross TN - HMO jer.±nCare BlueCare - SNP  

814efrees TN - HMELsTenrIcartaeleclENF_ _ 
Eljuggrap_IN_, Hm2=TenaGase BipeCgre__ 

HluAemse,IN - HMO - TennCare_Eelect_ _ 
Car _ecentgr.Monakc.9apmtagrivnficc.903o, 

GAregenterssrplcepepitine.sYllefil Cgmp FQS 

-0AjeeefilerS MeV Consultings Work Comp - Med GEES 

Care-Centers ISicrilaiSoAanillSgs_Wodl Cony Med PPO _  
CPIAP_enten TGIGH„Go_AetAtNgd_NcirkGpErip_r  mtd_p_os 

SareCenters MgmiSonsuitings  Work Comp - Med HMQ__ 

Car_scePlers_MGml canSPINIG.LWPIt comp.z_PPO 
EYO1StiOnS: EP_QhlalWark 

,firethealth(CCN - PPO 

Formget - P.PQ. 
_HAallh_HAtore Orqz_FaciliLy Acirgifigul  

ftinlAtior_Qh.ampu_edriG_gre  
TONI Grow - PPO - initiathiealth Alliance 

10111ALOTOWnFLEQ_Worke(elLpmp 
joigivej_5.91u1kEsilepltnetwofic:Gresip.piot :_klerkAcly 

.latenieleSLSAMianS_BeSIE)_NPJWtstaggblth Einglovee Elan  
inte_graLeJLSolgliAnSile.alth NeiWeS314$11/3.11ef -Fa4AX._  
I nt9grat.p.Opiollo§J±eghlIcksakJISEIP Pre - Amp  

Inlegrptpcl SqmliorG Health NetworL- MSHA Eref -_,WoosTqpin  

HN - M$HA Pref - Columbus  
ISFIN - M$HA Pref - Serco 
ISHN - MSHA Pref - NSA__ _ 
ISHN Th.Unicoi Co Memorial Cmp 
ISHN - Universallibers 

United Healthcare -AARE Me&Adv - SIJF 
Healthcare :NAP - JDN.GbaGe/p.rpt 

UtNeNHealthrare - Gatekeeper - JoThseleol 

_Ornieddleallticore GoruniNanialGare 

.NeHNINTENovider NelHost_ 

Response Oncology.nEasllityAqreement 

R.SenF_VhiteAledical Bap/fops - Oglpatient Services 

LAMWA -Direct  atieemen4_ 
Mryled_Idealtlicare of Npo 

United HealthoareAl -P_OS 
United Healthcare of - PPO 
USA MCO PPO Network 

Virginia Madicaids vie4Sli121- Amengroup/Inova 
Virginia Medicards via IS1114..scoventry 
Virginia Medicaid§ via ISIA- Majestacare 
Virginia Medical* via I saN - Optima/Senlara 

_YTArnia MerficarTs v_ia ISHN- Virginia Premier.  

   

   

   

 

43 
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11NELVE MONTHS YEAR TO DATE 

Actual Budget Bud gar Prior Yr PY Var 

64 3.1% 61 

76A% 
23,424 72,726 3.1% 22.182 

4.081 3.788 7.7% 3,526 

2.1% 

0,082 5.378 

740 663 11.8% 885 

Woodridge Psychiatric Hospital 
Key Operating indicators 

For the Period Ended June 30, 2(114 
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Woodridge Psychiatric Hospital 

Statement Of Revenue and Expense 

Fur the Perfect Ended June 30,2014 

MONTH OF JUNE 

Actual Budget god Val PrlOr Ye Pa'Var Actual 

TWELVE MONTHS YEAR TO DATE 

Budget Dud Var Prim,  Yr PY Var 

Pa04 4  RffehUa  
4.507,633  4356151 114% %patient 'Pune 05 

03881.1881.11433332 

114.41313111411ent Revenue 52 36% 

/353333/18 (4001 Revenue 
Con1844351Adpstments 34.7% 

15111111P 

213% (391481132855.3-01pray 706,036 

.45542% 307510513364415171 207,275 45,570 3440511 

0 m00% 0 1030% 1.50354670543331 25E1219 0 1000% 0 1030% 

151411)3dualons 44,7013767 

6,604,075 lma.753 6f 5x 802% Net ParRal Realm Revenue 14,96%33 107% 

0 0 
0 0 

115356 215,446 1156 

0 
Other0334.11984Penae 2.505,100 

215,416 Total Other OperetIng Revenue 7.525.060 43% 

TOM( Operating Revenue 1.250,154 MEM% 17,618.435 

OPoRatici ENenee 
601,533 161.3106 

15091025 wades 25,055 ino.ox 1000% 

8,5 nu% 1340.31.S3.3 54370 55965 

129.127 246,040 041518yee Benefit5 1,753.4 

223,020 131,503 leer 466 2,603,476 

Supple/ 1355176 9442 

138 15056 Utalitip 158,214 

47.575 1468% 011-51EXpante 338512 

3548-31,Cests 30% 

55,3 60,156 555,216 DepredatIon 857,5 164% 

Amaranth% mos 

5%503 0.0% 35% 10453 & Pan 70139 

5.5% 13oc560 63% Total Operating Expense 18475,205 

Net Operating Income beforeSuppattAllacation 1413% 
1239361 3377.1% 

81,616 28,503 7 ZS 8398341104.71135.551.8135, ContractLabar &appals 395536 

73,0 00% 77.0 5196 55570543004tion - Other 90630 948. 9 45% 

I10Vw  7.5% 1 957 1 364.4% Net Opetaling Income slier Supper, Allocalion 255,198 17523 

00% 11211misament 54038 Oa% 

Realized Gain no Investments 503 

00% Gan /11.6101143.011414132 60% 

00% 443/115141 On 01111553 

10644818113/141Ementall1540023613%. 

3.095 8103311-4 Interest 

033 

110440 (33,8 Ententive 247 1109,2841 (Sass 

1110.0% OtheEllan OperaangEncorae/15958181 146,7931 100.056. 

1038% 19339 Total Non Opereung Incense / (aPense) 0.50.5771 

Total Revenue Over Expense Ream MI of DedVallves 108,1% 
mum] 

11315.36 

35% Changem FairValue a Intere4124552.8ps 

0 03% 448/ 3531355301311 /Call00am 03% 

1101,5001 5414% 1283,33 1 RAW Excess Revenue Over Expense 1752. 2 113.1% 0315,36 1 

0 Unreake8 640 /335150 Investrnen% 

110139001 Thaveltae Unrestdeler flat Assets Oefore Change In Accounling PrlocIpta 99321 05433  11325,56 

Cum81.51133E/IspolChongelnA53551.36.5-551318 

049.826 1101.9531 541.4% 1203.33 I rota 1 Increase In Unrestricted Net Assets 51.22536 

717,361 173454 7.531 EMMA Wore support Allocation 
165384 Supped Allocation 

562957 15 759 34794% 575/ 87,3 ESTER after Support AIHRBIlan 670350 13451 
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Woodridge Psychiatric Hospital 

Key Operating Indicators 

For the Period Ended May31, 2015 

Actual 
MONTH OF MAY 

Budget Bud Vet Prior Yr PY Var 
Operating 6lattE02214XCI LOW-MIT Carol 

Actual 
ELEVEN MONTHS YEAR TO DATE 

Budget Bud Var Prior Yr PY Var 

75 60 250% 68 11.3% Average Carly Census 71 50 202% 64 123% 
59.5% 710% 80.4% 113% Occupancy Percent 850% 707% 202% 757% 12.3% 
3,330 1850 259% 2.094 113% Patent Days 33.933 19.908 20.2% 21.303 12.3% 

426 300 353% 389 95% Admissions 4.320 150% 
2,307 1070 252% 2.113 11.1% Adjusted Pelien!Days 24.129 20,142 198% 21.530 121% 

429 312 374% 393 Adiusled Admisslons 0.355 3,357 29]% 3.764 157% 
361 408 390 Outpatient Visits 3.978 06% 9.107 6.2% 

57 -08.0% 70 095% ED Vtsils 4 634 011 30% 070 -0.5% 

12014[011e Br Sours a 
.15.1% 10.0% -29°% 203% .5.2% Medicare 16.2% 18,0% -19% 18,8% -2.7% 
156% 128% 3.0% 2.8% 6.8% Managed Medicare 144% 12.0% 1.0% 12.2% 23% 

1.5% 15% 0.3% 2.0% -0.1% Medicaid 1.7% 0.2% 1696 0.1% 
25.0% 50.2% -25.3% 25.9% 39% TenaCare 27.3% 50.2% -230% 26.1% 12% 
11.1% 9.2% 1.8% 95% 15% Blue Cross 94% 9.2% 01% 9.7% 

1.3% 18% -02% 1.4% -01% United-River Valley 1.8% 15% 03% 
9.4% 4.3% 0.2% 23% Managed Caret Commercial 3.4% 4.3% 4.1% -0.7% 

24.5% 23.5% 24.1% 0.4% Charily / SW Pay 299% 0.6% 24.0% 23.0% 0.6% 
12% 19% 2.6% d.5% Other Patient Revenue 13% 1.9% .0.6% 20% -07% 

100.0% 1000% 1000% Total Gross Patient Revenue 1000% 1006% 1000% 

52.462 52.031 .04% 52475 -0,5% IP Revenue per Patient Day 52,579 $2,031 -2.0% 32,481 3.9% 
5119 5155 -n 3% 5121 OP Revenue per Outpabent Visit 1116. 0155 252%- 5137 -15.6% 
5705 5703 03% 5577 22.2% Operating Revenue per Adjusted patient Day 1666 9710 3721 
8705 5751 6.2% 5700 -0.7% Operating Expense per AlusIed Patent Day 5692 5730 5.2% 5735 5.9% 

53,857 59,224 24.2% Operating Revenue per Adjusted Admission 03,591 84,2513 54.128 -10.5% 
03.854 84,513 146% 13.767 Operating Expense per Adjusted Admission 03,839 54,425 15.4% 54208 8.0% 
245% 224% 96% 21.3% 153% Net Revenue Wof Gross Revenue 21.5% 22.5% 30% 24.5% -103% 

03.305 53,639 52.536 16.5% Net Revenue per Adjusted AdmIssion 13,121 53,557 -12.2% 53,475 

Labor Management teza Lena-Term Care) 
222 255 210 -59% Employed Full lime Equivalents 222 207 -73% 207 

2 66.0% 0 -552% Contract Full Time Equivalents 2 616% 1 370% 
223 209 210 59% Intel Pet Time Equivalents 223 209 0.7% 200 
2.94 2..40 149% 3.09 4.6% FTEs per Adjusted Occupie0 Bed (act Cent LEO 309 347 109% 3.23 0.2% 
915 1104 225%° 047 3.1% Man Hours per Adjusted AdmIssion Ond Cent Lbr) 977 119.8 17.7% 1053 72% 

519.10 920,02 4.8% 119 29 10% Average Hourly Rale leant Cent LIDO 81095 91964 35% 01025 1.5% 
139,724 $91,045 46% 140.122 1.0% Salary Expense per FIE (sect Cent Cm) $39,434 140,059 35% 540.03E1 158 

52,499 17.6% 02.443 -23% Labor ExP (excl Phys) per Adjusted Admisslon 92,544 52;932 13.3% 82,570 1,3% 
75.6% 85.7% 11.8% 80.1% 122% Labor Exp % al Net Revenue 01,0% 82.0% 1.1% 744% -9.0% 

POOH Resource Maneeemen( 
4.31 481 104% 5.55 26.7% Overall Medicate Average Length of Stay 549 484 -13.5% 4.40 .230% 
547 801 09% 558 Overall Average Length of Stay 554 6.05 7.7% 5.72 3.2% 
0.99 097 1.9% 098 07% Overail medicare Case Mn Index 099 097 2.0% 0.97 22% 
090 099 1.5% 090 Overall Case Mix Index 090 0,88 2.4% 008 2.8% 

000 0,0% 000 0.0% Acute Medicare Case MiX Index 000 0.0% 000 00% 
003 000 0.0% 000 0.0% Acute Overall Case Mix Index 000 00% 000 00% 
61% 72% 14]% 75% 7 1.9% Supply Expense % of Net Revenue 7.0% 7.3% 6.5% -7.2% 
0203 0255 204% 5212 9.3% Supply Expense per Adjusted Admission 0210 5255 15.6% 5227 3.7% 
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Woodridge Psychiatric Hospital 
Statement of Revenue and Expense 
For the Period Ended May 31, 2015 

Actual 
MONTH OF MAY 

Budget Bud Var Prior Yr PY Var 
PalareiA Revenue 

Actual 
ELEVEN MONTHS YEAR TO DATE 

Budget Bud Vat Prior Yr PYVat  

5,735,202 4,887,985 17.6% 5,1133076 107% Inpatient Revenue 51.720,545 52,377,028 175% 52,055,379 166% 
42 028 574110 -36.5% 40,030 -106% Outpatient Revenue 504 550 615 425 -150% 563,188 -1049: 

5.779,030 0935,395 17.1% 5,231.110 105% Total Gross Patient Revenue 02,225.101 52992,456 174% 53.417,567 165% 

0.1µ0Satmir 
8,554,128 2,599,375 -17.5% 2.669.689 £.9% Contractual A0%10461112 32.950.746 27.780,349 -356% 26.016.203 
1,203,439 1.102.594 -55% 1.1133.792 -19% Chanty 19,905,313 12.267.754 13,394,370 -11.3% 

82,512 67,602 -20.3% 44.702 Contra Revenue-Chanty 602,665 736,595 10.2% 694,083 13.2% 
15,072 3,905 -281.7% 2,210 -5627% ProvlBen tsr Bad Debt 71,930 42,394 25 206 -185.4% 

435 15 797 84.6% 15982 857% Uninsured Discount 100 623 225.075 55.3% 211 062 52.3% 
0.360,585 3,820.256 -130% 4,117,555 59% Total Deductions 48,631,277 41,052,167 -105°% 40,341,327 -205% 

1,410,445 1.105.129 284% 1,113,555 274% Nal Patient Service Revenue 13.593.824 11.940.289 136% 13.077,240 4.0% 

0 0 0.0% Premium Revenue 0 0 0.0% 0 00% 
236,880 214.022 10.7% 105 880 1236% other Operating Revenue 3 480216 2 352 652 54% 24151 366 1.2% 
236,880 214,022 107% 753,050 123,8% Fatal Other Operating Revenue 2.430.216 2.352.652 5.4% 2.951.366 1,2% 

357% Tara Operatmg Revenue 

perabno Expense 

35% 1,655,325 255% 1.219.415 16.074.040 14,292.940 125% 15,528.606 

700,717 681704 533,137 -107% Salanes 7,289,416 -350 5,701,555 -123% 
00% 0 OD% Provider salaries 0 00% 25,855 104)0% 

4,731 14,475 673% 1,999 -136.7% Centred Labor 79.751 158.250 496% 75.838 71% 
296.039 180,456 -644% 239,757 Employee Benefits 2.762.662 1,727,249 -59 7% 376% 
249,872 180,565 203,530 -221% Fees 2,348,443 ' 3901,842 2,674,174 122% 

87.131 79,594 -05% 83,302 -4 6% Supplies 951,873 869,254 -95% 
10.405 13231 214% 10,155 147,651 161.750 66% 141,554 -44% 
66.710 60.365 -105% 26.886 -140.1% Other Expense 637,810 621,214 - 295,937 -1155% 

0 0 00•% 0 Medical Costs 0 0 
07% 

0% 0 13.4% 
72,915 44.521 E38% 58,624 -244% Depreciation 582,973 557,612 561,734 11.9% 

0 0 00% 0 0.0% Amortization 0 0 00% 0 00% 
59,189 59 189 00% 59 420 0.4% Interest p Toon 639,621 639,621 00% 642 119 04% 

1.548.309 1.320,100 -173% 1.316.814 -17.6% Taus Operating Expense 15 676 845 13 508209 -127% 14 085 477 -113% 

2099% Net Operating Income before SupportAllocution -72.4% 50) (77,399) 397.195 386.731 2.7% 1940.129 

70,229 64,571 -07% 84,287 15.2% Support Allocation - Salaries. Contract Labor E. Benefits 711.382 6157,833 34°% 909,920 216% 
35 367 24 552 77,983 546% BePPort Allocation • Other 310,750 262,478 -18.9% 832 922 627% 
1,425 (90,042) 1019% 259.668 1005% Net Operating Income after Support Allocation 1624938) 1553 580) -109% 02 7131 -106,4% 

0 a 07%  0 00% Net Investment Income 0 0 0.0% 
0 0.0% 0 0% RealCted Gain on Investments 0 00% 0 00% 
0 0 0% 0 00% Gam I (Loss) from Affiliates 0 00% 00% 

0 

0 0 00% 0 00% Gain / (Loss) cm Disposal 0 0 00% 0 00% 
0 0 00% Loss on Extinguishment 51 LTD I Deriva(rvet  0 0 0.0% 

0 0 0.0% 0 0,0% Minority Interest 0.0% 0 
0 00% 0 00% Taxes • Non Operating 0 a 00% 0 a0% 

0 0 00% 0 0.0% Incentive Pay 0 00% (4,776) 000% 
(4679) 0 1000% (10030) 555% Other Non Operating Income / (Expense) (20.332) 1000% (43,215) 530% 
(4679) 0 1000% (10,4135) 568% funnier, Operating Income 1(Expense) (20.332) 1000%  (7,992) 576% 

96.4% 90.0% Total Revenue Over Expense Before CP/ of Der/vat/yes -14.5% -134.0% (3254) (90.082) (2 O. ) (645,2701 741560 

0 0 0 0% 00% Change in Fair Value of Mena/ Rate Soaps 0 0.0% 0 00% 
0 0 00% a 00% Gain I (Less) In swap= / call Opaon 0 0 00% 

(3,2541 (60.082) 964% (270506) 98.8% Total Excess Revenue Over Expense (545.270) (583.580) -1,4.507 (350.705) 04,0% 

0 0 00% 00% Net Unrealized Gain / (toss) on Investments 0 0 00% 0 00% 
(3.254) (90.082) 964% (270.506) 980% Increase In Onreetrialed Net Assets BOOM Change COO g Pun (645,270) ( -14.5% 3507051 -04.0% 

00 0.0% 0 0.0% Cumulative Effect a/ CAienge in Accounting Principle 0 00% 0 0.0% 

(3254) (90,002) 96.4% (270.506) 90.8% Total Increase in Unrestricted Net Assets (545.270) (545580) -145% (350.705) -840% 

234,441 102,761 128.1% 2290.5%5.507  EMMA bef ore Support Allocation 1,597,957 1.0% -407% 
105 591 03132 165% 162 269 -349% Support Alfacellon 1 022 132 950 311 76% 1 792 842 -41.4% 
128,850 13.628 8455% (152,462) 1845% EMMA after Support Allaeallan 577324 633,553 -B.9% 953,146 -39.4% 
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SUPPLEMENTAL EXII1BIT 

Woodridge Inpatient Days by Unit 
September October November December January February Match April May June 

7796 - Adult Psych - Poplar 701 703 700 632 725 586 715 650 729 671 

7801 - Adolescent Psych - Willow 293 276 315 233 324 219 327 321 306 298 

7802 - Geropsych - Spruce 363 407 400 416 401 354 398 390 411 386 

7803 - Psych - ITU - Cedar 833 841 850 850 859 742 837 794 884 830 
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1. Background, Training and Experience 

I am a physician licensed to practice medicine in the State of Tennessee. I am trained in 
psychiatry, with a specialization in child and adolescent psychiatry. I practice at Vanderbilt 
Psychiatric Hospital in Nashville, where I regularly evaluate and treat hospitalized psychiatric 

patients. 

I received my medical degree from Mount Sinai School of Medicine in New York, NY, 

completed a residency at Hillside Hospital, Albert Einstein College of Medicine in Glen Oaks, 
NY and completed a fellowship at Children's Hospital Boston, Harvard Medical School, Boston, 
MA. I am board-certified in psychiatry by the American Board of Psychiatry and Neurology, 
with a subspecialty certification in child and adolescent psychiatry. 

I have previously taught at Harvard Medical School and Brown Medical School and since 
2010, I have been an Associate Professor at Vanderbilt Medical School. I am Editor-in-Chief of 

Child and Adolescent PsyChiamic Clinics of North America. This is a peer-reviewed journal that 
publishes original articles relating to all aspects of child and adolescent psychiatry. 

I have a Masters in Business Administration from the Haslam School of Business at the 
University of Tennessee. I have also completed a Congressional Fellowship related to health 

policy in the United States Senate. 

From 2007 to 2010, I served as the Director of Adolescent Services at Brown Medical 
School affiliated Bradley Hospital in East Providence, Rhode Island. In this role, I was 
responsible for the administrative, clinical, and financial oversight of the department. This 
included a variety of clinical inpatient, partial hospital, and intensive outpatient services. I 
managed over 100 employees (85 FTEs) at a 60-bed psychiatric hospital for youth. During this 
time, I was on the leadership team that oversaw the planning, fundraising, and construction of a 
new S30 million inpatient psychiatric hospital. This included hiring and on-boarding new staff 
and providers, developing clinical programming, and budget oversight. Relevant to this CON 
application, Bradley Hospital is home to the Center for Autism and Developmental Disabilities 
(CADD) program. This is a specialized inpatient program specifically dedicated to the 
evaluation and treatment of youth with developmental disorders, intellectual disabilities, and 

autism spectrum disorders. 

I am currently Executive Director and Chief Medical Officer for Vanderbilt Behavioral 

Health. in this role, I am responsible for the administrative, clinical, and financial oversight of 
the Vanderbilt Psychiatric Hospital in Nashville, TN. This is an 88-bed facility, with 
approximately 3500 annual discharges. We also offer partial hospitalization and operate a 

community mental health center. We conduct nearly 70,000 outpatient visits each year, 
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including 15% being co-located within medical/surgical sites, and 30,000 of which occur in local 
Davidson county schools. We also provide emergency psychiatric assessments of patients in 
crisis in both the Vanderbilt University Hospital Emergency Room and the Vanderbilt Children's 

Hospital Emergency Room. 

I am a member of several local, regional and national committees that are relevant to the 
matters at issue here. A list of all my professional work, along with more detailed information 
about my education, training, background, and publications, are contained in my curriculum 
vitae, which is attached and incorporated by reference. 

While I work at Vanderbilt University Medical Center and information is provided 
regarding Vanderbilt Behavioral Health services to establish expertise, all opinions presented 
here or in my testimony are expressly mine alone. They do not necessarily reflect the views of 

Vanderbilt University Medical Center. 

H. Materials Reviewed 

I have been asked to review the proposal by Strategic Behavioral Health (SBH) to build a 

new, freestanding 72-bed psychiatric hospital in Kingsport, Tennessee. I have reviewed the 
following materials in preparing my report in this case: 

SBH-Kingsport CON Application 
SBH-Kingsport Supplemental 1 
SBH-Kingsport Supplemental 2 
SBH-Kingsport Transcript of CON application June 25, 2014 
Report of Daniel J. Sullivan 
Deposition of Mr. Doyle 
Deposition of Mr. Shaheen 
MSHA Responses to SBH-Kingsport First Set of Interrogatories 
SBH-Kingsport Responses to MSHA First Set of Interrogatories 

1 have also personally visited Woodridge Psychiatric Hospital in Johnson City, Tennessee and 
met with members of the hospital's staff. I expect to review additional materials as they are 
made available to me, including the deposition of Mr. Sullivan and the report of Deborah Kolb 
Collier, and I reserve the right to supplement and modify my opinions based on the additional 

information I review. 
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HI. Opinions 

A. Levels of Care 

To understand the need for psychiatric services in a community and how to best plan for 
the provision of such services, it is important to understand the various levels of psychiatric care. 
These levels of care are analogous to the levels of care in other specialties of medicine. For 
example, a patient presenting to the hospital with a massive stroke will need to receive care in a 
neuro-intensive care unit (ICU), with step down to an inpatient medical unit, followed by step 
down to an acute rehabilitation facility, and then be discharged home with outpatient physical 
therapy services. Similarly, patients in psychiatric crisis progress through treatment with 
different levels of care, as summarized in Table 1. 

Table 1: Levels of Psychiatric Care 

Level of 
Care 

Inpatient Partial 
Hospital 

Intensive 
Outpatient 

Outpatient Crisis 
Stabilization 

Residential/ 
Therapeutic 
Community 

Hours of 
contact/day 

24 
hours/day 

6 
hours/day 

3 
hours/day 

1 
hour/day 

24 hours/day 24 
hours/day 

Duration of 
treatment 

7 days 2 weeks 2-4 weeks Months 3 days Months 

Severity of 
Illness 

++++ 1--H- -H- + Chronic +++ ++-F+ 

Least 
Restrictive 

No Yes Yes Yes No No 

Cost of 
Care/Day 

$$$$ $$$ $$ $ $55 $$$$ 

There is a funda nental principle in behavioral health o provide care in the least 
restrictive treatment setting. This principle acknowledges that a patient's civil liberty and 
freedom should not be limited unless there is imminent risk for harm and/or lesser levels of care 
are insufficient to adequately meet the patient's need for care. When patients in psychiatric crisis 
are evaluated, whether in an emergency room or by mobile crisis teams, this "least restrictive 
alternative" is the guiding principle when making treatment recommendations. 

The most restrictive level of care in psychiatry is inpatient hospitalization. This requires 
treatment in a unit that is generally locked. This type of care is reserved for those with the most 
imminent risk for self-harm or harm to others. These patients have the greatest severity of 
mental illness with acuity of presentation. Inpatient hospitalization is best viewed as a last 
resort, or as a way to stabilize a patient who is experiencing an acute psychiatric crisis. 

Partial hospitalization programs are less restrictive in that patients are able to live at home 
and come in for treatment daily. These programs generally provide six hours of therapeutic 
interaction daily. They are utilized either as a stepdown from inpatient or to prevent inpatient 

SBH-KINGSPORT 002018 SBH-KINGSPORT 002018



hospitalization fOr patients who are decompensating, but do not need to be in an inpatient unit. 
Average length of treatment is two weeks and daily cost of the program is approximately half 
that of an inpatient unit. This is a particularly attractive option for those who are employed or 
attending college, as patients can attend without missing important life obligations. 

Intensive outpatient (IOP) is a step below partial hospitalization. 10Ps generally provide 
three hours of therapeutic interaction daily. They are deemed less restrictive because patients are 
able to live at home and come in for treatment daily. IOPs are utilized either as a stepdown from 
inpatient or partial hospitalization; or to prevent inpatient hospitalization for patients who are 
decompensating, but do not need to be on an inpatient unit. Average length of treatment is 2-4 
weeks and daily cost of the program is approximately one-fourth that of an inpatient unit. Being 
able to better catch patients who are beginning to decompensate with TOP services is better for 
the patient and limits unnecessary utilization of inpatient or even partial hospital services. 

Outpatient care is a broad category generally encompassing psychiatric services that 
occur in one ambulatory appointment per day. Patients live at home, lead their routine lives, and 
come for an appointment in the same way that they would see their primary care provider or 
other medical subspecialist. 

Crisis stabilization units (CSU) are an important level of care as they provide 
approximately 72 hours of acute therapeutic intervention in a 24 hours/day format to help 
patients quickly recover. Patients in a CSU can have the same or similar level of severity of 
psychiatric illness as an inpatient unit. Care provided in a CSU setting tends to be less costly 
than an inpatient stay both in daily cost as well as overall cost due to shorter length of stay. This 
level of care is advantageous for those with specific psychosocial stressors (for example, loss of 
job or relationship issues) or readily mitigated treatment issues (for example, patient who is 
decompensating due to not taking psychotropic medications for past two days). The best 
analogy to general medicine is the idea of observation status versus inpatient status for medical 
admissions. The medical patients on observation status are akin to psychiatric patients who are 
cared for in a CSU. By the end of 72 hours, a decision must be made whether the patient can be 
discharged or whether they need inpatient hospitalization. Tennessee currently has some adult 
CSU beds with some pediatric CSU beds in the planning stages. The availability of CSU beds 
can significantly impact the need for inpatient beds for patients of all ages by providing a less 
expensive alternative for patients in acute distress who do not warrant inpatient hospitalization. 

The final level of care to consider is residential (also termed therapeutic community for 
substance abuse patients). There are patients for whom even a 7-day inpatient hospitalization 
will not be sufficient. These patients benefit from care in a residential setting, akin to being 
admitted to a short-term or long-term rehabilitation facility after a medical stay for a hip 
replacement or after a massive stroke. This is not considered least restrictive as patients are out 
of home; however, it is less restrictive than an inpatient unit, as residential treatment centers are 
more voluntary and offer greater freedoms. Residential treatment is reserved for those with more 
chronic presentations or those who have failed multiple inpatient hospitalizations. 
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B. Simply Building Additional Inpatient Beds Is Not the Solution 

From time to time, inpatient beds may not be immediately available for all those who 
need them. In fact, the report of Mr. Sullivan identifies several days when one or more of the 
units at Woodridge Psychiatric Hospital had limited bed availability. However, this does not 
mean that the solution to any such temporary shortages is the construction of more inpatient 
beds. Many factors other than licensed bed supply can impact bed availability. For example, 
bed availability can be affected by patients staying longer than expected. The average length of 
stay on inpatient units in Tennessee is 7 days, with shorter duration for those admitted for 
detoxification due to substance abuse. Patients can and often do continue to occupy inpatient 
beds past the time strictly necessary to stabilize and treat their psychiatric conditions. This 
occurs, for example, when a child is kept in an inpatient setting while awaiting a residential bed, 
or an elderly patient requires discharge to a skilled nursing unit, but no such beds are 
immediately available. There are also patients who are admitted to inpatient units, or are kept 
longer in inpatient units than necessary, because of the lack of treatment options for lower levels 
of care (e.g., strong outpatient programs). 

A healthy mental health system is not achieved simply by building more inpatient beds, 
but rather by focusing on the creation of the right environment to stimulate growth of all levels 
of psychiatric care. As our State Commissioner of Mental Health Douglas Varney stated 
previously in regard to the closure of beds at Lakeshore: "It's a matter of deciding how to use 
limited resources in an effective way. We believe people can be better served in the community 
[whether it's for] psychiatric inpatient care or other kinds of services we operate. Reinvestment 
into the community is unprecedented." (http://www.mentalhealthweeklynews.comitmarticle-
detail/tenn-hospital-closure-paves-way-for-mh-community-reinvestmenvaspx).  

It is important to note that margins in behavioral health are quite thin. The largest 
margins in behavioral health occur for more acute services, particularly inpatient and partial 
hospitalization services. By contrast, outpatient services, while vital to the system of care as 
discussed above, tend to be less profitable or even unprofitable. An organization which wants to 
be a good steward of limited healthcare resources must utilize revenues from inpatient services to 
help keep afloat less profitable service lines, which ultimately reach many more patients. 

The SBH-Kingsport application provides virtually no information about outpatient 
services and mainly emphasizes the 72 new inpatient beds that would be added if the project is 
approved. Adding these beds will not address the needs for less restrictive treatment options. 
These beds are duplicative of existing community resources. Moreover, to the extent SBH is 
claiming to address a need because of high occupancy rates at existing providers, as noted above, 
a much more efficient and ultimately productive way to address any such capacity issues is 
through development of better outpatient and stepdown levels of care. If more patients are 
appropriately treated as outpatients or in other treatment settings, then that will alleviate demand 
for existing licensed beds and will increase functional bed capacity in the area. 

The report of Mr. Sullivan also suggests that a new hospital should be constructed on the 
basis that there is not adequate geographic access for inpatient care. For example, at page 20 of 
his report he quotes a Regional Administrator for the Tennessee Department of Children's 
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Services stating that "a large portion of our population has to travel outside of their home county 
to receive the needed mental health care." But inpatient psychiatric care is a centralized service, 
meaning that it is not practical, feasible, or desirable to have inpatient psychiatric beds in every 
community or county. The geographic distribution of inpatient beds in the Td-Cities provides 
access to residents of the area within a reasonable drive-time and is consistent with the 
geographic distribution of inpatient resources in other parts of Tennessee and elsewhere. 
Moreover, outpatient providers such as Frontier Health have established community access 
points which are geographically well-dispersed and form the foundation of a strong mental 
health system. 

C. Current Economic Climate for Hospitals and Affordable Care Act 

Tennessee hospitals face ongoing economic challenges. The State's decision (thus far) 
not to expand Medicaid coverage through the Affordable Care Act is placing additional and 
substantial burdens on Tennessee hospitals. As the rate of uninsured patients rises, many 
Tennessee hospitals are struggling to keep their doors open. 

Nonprofit healthcare providers, like Woodridge Psychiatric Hospital, must perform a 
delicate balancing act to stay financially healthy. Insured inpatients generally provide the 
highest reimbursement. But as noted above, outpatient and other services, which are not 
necessarily lucrative, arc important. Moreover, it is essential to provide care for all patients, not 
just those who are well-insured. 

This context is important to consider as the state-operated psychiatric hospitals in 
Tennessee have closed beds. The closure of Lakeshore in East Tennessee and the closure of 
pediatric beds at Middle Tennessee Mental Health Institute have placed greater importance on 
Tennessee psychiatric hospitals, including Woodridge, that are willing to serve as safety net 
providers for their communities. The population of patients formerly treated at these hospitals is 
largely uninsured. Reimbursement for such patients is often inadequate and is not assured. 
Woodridge is performing an essential public service in caring for substantial numbers of 
uninsured patients that would formerly have been seen at Lakeshore. 

Consistent with the company's historic performance at its existing facilities, SBH does 
not propose to treat significant numbers charity/indigent patients (5% according to their response 
to Interrogatory 11(d)). The proposed new hospital will primarily serve insured inpatients (i.e., 
the patients with the most generous reimbursement), leaving uninsured patients and lower-
reimbursement services to existing providers, such as Woodridge. This is a recipe for financial 
stress and instability at Woodridge. 

D. MSHA's Efforts to Improve Access to Mental Health Services via Outpatient/CSU 

It is my understanding that there is a collaborative effort underway between Frontier 
Health and MSFIA to create a Crisis Stabilization Unit (CSU) for adolescents. A number of 
providers across the state, including myself, participated in a children and youth crisis services 
planning committee convened by the Department of Mental Health and the Bureau of TennCare. 
There was support through that effort for the creation of CSU beds for youth. Tennessee has 
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such beds for adults, but none for children. The creation of the first pediatric CSU in the Tri-
Cities area is an exciting and worthwhile endeavor. 

MSHA is in the final planning stages of renovating a medical office building in Gray, 
Tennessee, that will serve as a 12-bed adolescent CSU. The CSU facility will be owned by 
MSHA and staffed and operated by Frontier Health physicians. The CSU will primarily treat 
adolescents, ages 11 to 17, and offer 72- to 96-hour admissions. The facility is expected to open 
in late 2015. 

A CSU is a non-hospital facility offering 24-hour, 7-days a week, intensive behavioral 
health treatment geared towards assessment, evaluation, early intervention, and stabilization. 
CSU facilities have successfully been run in a number of states as a method to reduce the number 
of patients requiring inpatient hospitalization. 

The patient centered benefits of CSUs are 1) they are typically smaller facilities which 
allows them to be more geographically dispersed, drawing patients from their home catchment 
area, 2) they are voluntary in nature and thus less restrictive than an inpatient unit, 3) they are an 
effective solution to prevent inpatient hospitalization (see SAMHSA study 

https://store.sambsa.govishin/content/SMA14-4848/SMA14-4848.pdf),  and 4) provide intensive 

services from highly trained staff to get patients back on track and out of crisis. The CSU model 
also provides assistance in linking patients with appropriate outpatient follow-up to improve 
health and fitnctioning following the crisis. Moreover, multiple studies have found that there is a 
significant cost savings that can result from crisis services, due to reduced inpatient utilization, 
emergency department visits, and more appropriate use of community-based behavioral health 

services. 

CSU units call significantly alleviate demand for inpatient beds as they provide greater 

access and can cycle many more patients through due to their shorter lengths of stay than 
traditional inpatient units. The CSU unit being developed by MSHA and Frontier is exactly the 
kind of new resource that is needed in the Tri-Cities. While adding a new 72-bed freestanding 

hospital simply duplicates existing resources, the adolescent CSU will be an important addition, 
which will help to free up more inpatient beds for the patients who truly need them. 

E. Cognitive vs. Non-Cognitive Programs 

It is apparent from reviewing the SBH application that the proposed new hospital will not 
offer any new services that are not already available in the Tri-Cities. At the hearing and in Mr. 
Sullivan's report (see page 18), it has been suggested that SBH is "willing to accept" cognitively-
impaired children, and that this provides a justification for approval. But if one is familiar with 
the nature of non-cognitive psychiatric treatment programs, and the nature of the proposed SBH 

facility, it is apparent that this is not a persuasive justification. 

SBH-KINGSPORT 002022 SBH-KINGSPORT 002022



1) SBEl's Suggested Non-Cognitive Based Program Is Insufficient to Meet the Highly 
Specific Needs of this Patient Population 

In analyzing SBH 's claim that it can accept and treat patients needing non-cognitive based 
programs, consider an appropriate analogy — a tertiary care center is either a Level I Trauma 

Center or it is not. No one would fathom Level 11 trauma center being willing to take Level I 
trauma patients (iltp://vvww.amtrauma.orepage—traumalevels). Having taken part in the 
construction of the new Bradley Hospital in East Providence, Rhode Island, which has a true 
inpatient unit for the management of patients with developmental delays, let me first explain how 

a program for developmental delays is designed. 

The Center for Autism and Developmental Disabilities at Bradley Hospital offers "unique 
and highly specialized clinical services for children and adolescents between the ages of 4 and 
18, who present with serious behavioral disorders in addition to a developmental disability, such 
as, autism or intellectual disability. Successful treatment requires the involvement of many 
different types of professionals, including psychiatrists, pediatricians, nurses, psychologists, 
social workers, specialists in communication disorders, special education teachers, occupational 
therapists, physical therapists and milieu staff Families also have the opportunity to participate 

in the center's genetics and neuroimaging" assessments 

(http://www.bradleyhospital.org/uploadedFiles/BRAD/Content/Programs_and_Services/CADD/  

CADD%201-landbook_2014.pdt). Treatment is offered within highly specialized services such 
as the Communication, Occupational and Sensory Treatment (COAST) Clinic which diagnoses 
physical, neurological, cognitive, behavioral, communication or sensory processing challenges. 

Treatment focuses on helping youth with: 

• completion of self-care activities such as bathing, dressing or tooth brushing; 

• participation in daily home activities, including morning and bedtime routines; 

• ability to feed self and participate in mealtime routines; 

• safe chewing and swallowing; 

• meeting delays in developmental milestones; 

• alterations in fine and gross motor development impacting coordination, strength, 

endurance and body awareness; 

• and ability to communicate purposefully and intentionally 

Keeping this in mind, I must confess that even with all of the wonderful expertise present 
on the Vanderbilt campus, I cannot and do not claim to be able to meaningfully evaluate and 
treat youth with developmental delays. Even with having the Kennedy Center on campus, 
having every medical specialist available, and even having ABA-certified therapists evaluating 
children in our inpatient unit with coverage by pediatric hospitalists, we are not fully equipped to 
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offer a true non-cognitive based program. We understand that to truly help these kids improve, 

you need to have the real thing; good intentions do not help kids get better. 

The proposed SBI-I facility in Kingsport simply does not offer facilities and staffing that 
would be absolutely essential to providing a true non-cognitive based program. At best, SBI-I 
will offer treatment for patients with mild to moderate developmental delay or intellectual 
disabilities. But existing inpatient units, including Woodridge, can already manage such 

patients. 

Thus, the SBH-Kingsport project does not broaden availability of services. The patients 
who are most in need of help are those with severe to profound impairments, for whom the SBI-I-

Kingsport project will not be an option. 
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Crisis Stabilization Units (CSU) - TN.Gov Page 1 of 2 

Crisis Stabilization Units (CSU) 
Crisis Stabilization Units (CSU) offer 24/7/365 intensive, short-term stabilization for someone experiencing a mental 

health emergency and is willing to receive services. The average length of stay in a CSU is 3 days. The service is 

free of charge. 

Services may include: 

0 Individual and/or family counseling and support; 

• Medication management and administration; 

• Stress management counseling; 

Individualized treatment plan development that empowers the consumer; 

• Mental illness/substance abuse awareness/education; and 

• Identification and development of natural support systems. 

Note: Crisis Stabilization Services can only be accessed by referral from Mobile Crisis Services or Crisis Walk-In 

Services. 

CSU LOCATIONS:  

Frontier Health 

Johnson City. TN 

877-928-9062 

Helen Ross McNabb 

Knoxville, TN 

865-541-6958 

Volunteer Behavioral Health 

Cookeville, TN 

800-704-2651 

Volunteer Behavioral Health 

Chattanooga, TN 

800-704-2651 
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Crisis Stabilization Units (CSU) - TN.Gov Page 2 of 2 

Mental Health Cooperative 

Nashville, TN 

615-726-0125 

Pathways of Tennessee 

Jackson, TN 

731-541-8330 

Alliance Healthcare Services 

Memphis, TN 

901-577-9400 

Cherokee Health Systems 

Morristown, TN 

423-586-5074 or 1-855-602-1082 (tollfree) 

httn d iltn !boll; ) I • • ilm“; -,11-;‘,•-• I I t 
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East Tennessee State University 
James H. Quillen College of Medicine 

Department of Psychiatry and Behavioral Sciences • Box 70567 • Johnson City, Tennessee 37614-1707 • (423) 439-8010 • Fax: (423) 439.2210 

Melanie M. Hill June 24, 2014 

Executive Director 

Tennessee Health Services and Development Agency 

Andrew Jackson Building, 9th Floor 

502 Deaderick Street, Nashville TN 37243 

Dear Ms. Hill, 

I spoke with Mr. Mike Garone from Strategic Behavioral Services on the evening of 6/24/14 regarding 

the CON hearing for a psychiatric facility in Kingsport. My understanding is that the hearing is scheduled 

for 6/25/14 at 8:30 am. I am writing this letter at 11:30 pm on 6/24/14 because I want to make sure that 

the interests of the residents in the ETSU psychiatry training program are represented. 

I am an Associate Professor of Psychiatry at ETSU in the Quillen College of Medicine. I am board certified 

in psychiatry and in psychosomatic medicine. I have served as the Residency Program Director for the 

ETSU Department of Psychiatry and Behavioral Sciences for the past 3 years. I was the Residency 

Program Director at Wake Forest University Behavioral Health in Winston-Salem, NC for 4 years 

between 2006 and 2010. I have spent 15 years in academic psychiatry and in resident education. 

Unfortunately, I was not consulted regarding any letter sent from ETSU opposing this proposed 

psychiatric facility. On the contrary, our program is in desperate need of training sites and for alternative 

funding for our residency program. Even with funding from MSHA and from the Veteran's 

Administration at Mountain Home, we have not been able to place all of our residents this year in 

appropriate clinical learning sites. MSHA has indicated the desire and need to decrease the number of 

residents they fund, and, partially as result of that, we have decreased our overall resident complement 

numbers. 

Recently, Dr. Jill McCarley resigned from the ETSU faculty to join the VA. Because of that, we have been 

forced to withdraw from staffing the only child and adolescent psychiatric unit in the area at Woodridge 
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Hospital. We simply do not have the child and adolescent resources to support this unit. This 

withdrawalshas put the Woodridge child and adolescent unit in danger of closing due to a lack of child 

and adolescent psychiatrists and has placed our residency program in danger of not having appropriate 

child and adolescent rotations for our. residents. If we do not have child and adolescent experiences, we 

will not qualify for accreditation and will be forced to close our residency program. Having child services 

through Strategic Behavioral Health would solve that problem. 

My understanding is that Strategic Behavioral Health has partnered with medical schools in the past and 

intends to do so, if possible, with our department. Their proposed clinical services will not only benefit, 

the area in terms of services and training offered, they will do so without significant overlap or 

competition with services offered at Woodridge 30 minutes away in Johnson City. In addition, the 

additional clinical services and educational opportunities proposed by Strategic Behavioral Health would 

be of enormous benefit to our training program and would fill a significant gap in the educational 

services available to us. 

1 have seen no evidence or data that opening a facility in Kingsport will threaten the existence of 

Woodridge. Even if that were true, the program and community would still benefit overall from having 

this resource in the area for child and adolescent treatment and training Given the huge need for 

psychiatric services in the tri-cities area, I believe that opposing potential resources:based on an 

unsubstantiated concern that it will financially threaten current facilities is misguided at best and 

unethical at worst. 

I regret that I cannot attend the CON hearing. However, I am very confident that Dr. Jill McCarley is in a 

unique position to assess and represent the best interests of the community and our residency program. 

support her perspective without reservation. 

a El iott, MD 

ssociate Professor 

Residency Program Director for Psythia and Med-Psych 

Quillen College of Medicine 

East Tennessee State University 

423-439-2225 

Fax: 423-439-2250 
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Introduction 

Mountain States Health Alliance (MSHA) is an integrated health care delivery system 
providing a comprehensive continuum of care to people in 29 counties in Tennessee, 
Virginia, Kentucky, and North Carolina. MSHA was formed after Johnson City Medical 
Center Hospital, Inc. acquired six Columbia/HCA hospitals in Northeast Tennessee on 

September 1, 1998; and was later renamed Mountain States Health Alliance in January 1999. 

Today, MSHA is the largest regional health care system with 13 hospitals operating at approximately 
$1.0 billion in net revenues. The hospitals are: 

• Johnson City Medical Center 
• Niswonger Children's Hospital 
• Woodridge Psychiatric Hospital 
• Franklin Woods Community Hospital 
• Unicoi County Community Hospital 
• Indian Path Medical Center 
• Johnson County Community Hospital 
• Sycamore Shoals Hospital 
• Dickenson Community Hospital 
• Johnston Memorial Hospital 
• Norton Community Hospital 
• Russell County Medical Center 
• Smyth County Community Hospital 

In addition to 13 hospitals, MSHA' s integrated health care delivery system includes 
primary/preventive care centers and numerous outpatient care sites, including First Assist Urgent 
Care, MedWorks, Same Day Surgery, and Mountain States Rehabilitation. 

Executive Summary 

Regional and national rankings for health factors continue to be disappointing as cancer, heart 
disease, and diabetes rates continue to increase each year. Obesity and smoking continue to be 
major problems in the United States, leading to additional diseases. From a global perspective, the 
United States falls behind other developing nations in health outcomes. Clearly, there are many 
needs that exist and need attention. The interrelatedness between the health of a community, its 
economic status, and its educational attainment levels is becoming increasingly recognized. 
Mountain States Health Alliance (MSHA) exists to "identify and respond to the health care needs of 
individuals and communities in our region and to assist them in attaining their highest possible level 
of health." In doing so, MSHA recognizes this is a very complex challenge that involves the 
engagement of many prongs of the community. 

In order for MSHA to serve its region most effectively, it is essential to understand each community's 
individual needs. MSHA has conducted a Community Health Needs Assessment to profile the health 
of the residents within the local region (a map of the MSHA service area is provided on the following 
page). Activities associated with the development of this assessment have taken place from spring 
of 2014 through spring of 2015, including state, regional and county-specific secondary data 
collection and primary data obtained through individual surveys and focus groups with individuals 
from the local communities. 

Page - 3 - 
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IPMC 
NCH 
DCH 

Washington 
County Market 

...w 

 
JCMC 
FWCH 

Southeast Market 
SSH 
UCMH 
JCCH 

* Represents county in which MSHA owns a facility. MSHA has part-ownership in other hospitals but they are not 
included in this assessment. 

*Service Area is defined by approximately 80% of inpatient population. 

Throughout the assessment, high priority was given to determining the health status and available 
resources within each community. Community members from each county met with MSHA to 
discuss current health priorities and identify potential solutions. The information gathered from a 
local perspective, paired with regional, state and national data, helps to communicate the region's 
health situation in order to begin formulating solutions for improvement. 

In 2014, Tennessee ranked 45th and Virginia ranked 21st out of 50 states for overall health outcomes. 
Both states had high rates of adult obesity, cancer deaths, infant mortality, and diabetes. Though 
Virginia's overall ranking is moderately low, the health outcomes in Southwest Virginia counties, 
where MSHA's facilities are located, resembles those of Tennessee. After compiling the various 
sources of information, the top health priorities were identified for the communities that each of the 
MSHA hospitals serve. This effort has determined the top health priorities identified in Sullivan County 
to include obesity, diabetes, cancer, heart disease, and substance abuse/NAS. There are certainly 
a number of other health challenges in this community, but these rise to the top based on this 
assessment. 

Page - 4 - 
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Community Health Needs Assessment Data Summary 

According to the 2015 County Health Rankings, Sullivan County is ranked 36th in Tennessee for 
health outcomes and 12th for health factors out of 95 counties. The leading causes of death for 
ages 65 and over are heart disease, cancer, and stroke. Sullivan County also ranked 47th in health 
behaviors. When compared to other Tennessee counties, Sullivan County has high physical 
inactivity, low consumption of vegetables, and high overweight/obesity rates. As for social and 
economic factors, Sullivan County ranks 17th due to high rates of high school education and lower 
unemployment rates; however the county does have high rates of children in poverty and low rates 
of college education. 

Sullivan County Health Ranking 
2015 County Health Rankings 
www.countyhealthrankinas.orq 

*Ranking is in comparison to all 95 counties in the state of Tennessee. 
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Community Interview Summary 

MSHA Strategic Planning Department completed a focus group in order to connect with community 
members of Sullivan County and determine the needs of the community that Indian Path Medical 
Center serves. MSHA hospital administration teams were contacted in order to obtain names of 
individuals in the community who were considered public health officials or community leaders. The 
10 participants included representatives from the local health department, the Chamber, school 
nursing program, school system administration and economic development. These individuals were 
invited to discuss and assist in determining the health priorities and resources available in their 
community of Sullivan County. 

Collecting Community Input 

In order to complete the community health needs assessment for Indian Path Medical Center, MSHA 
met with various individuals from Sullivan County, TN. The organizations that were represented are 
listed in Table 1.1. 

Table 1.1 - Summary Organizations Participating in IPMC's CHNA 

Reported Organizations Providing Input for Assessment 

Healthy Kingsport 
Kingsport City Schools 
United Way of Greater Kingsport 
Sullivan County Health Department 
IPMC Health Resource Center 

Sullivan County Department of Education 

Kingsport Chamber of Commerce 

Kingsport Board of Mayor and Alderman 

To begin the community health needs assessment, MSHA's strategic planning staff presented data 
that had been collected to illustrate past and current health trends for Tennessee and Sullivan 
County. The presentation depicted the current national health rankings, in addition to providing a 
snapshot of the county. 

Following the presentation, each participant was given a survey to determine the individual's 
personal assessment of their county's health priorities. Secondly, the individuals were asked to 
submit ideas and suggestions as to how MSHA could use the available resources in order to improve 
the health priorities determined. After the surveys had been completed, each group discussed the 
questions and continued brainstorming ways to address obstacles and utilize resources. All of the 
information collected from the surveys and open discussion was evaluated and prioritized based on 
health needs. 

In surveys obtained from the Sullivan County representatives, several community health needs and 
resources were identified. Table 1.2 lists the survey questions given to each participant in the 
assessment. 
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Table 1.2 - Community Survey Questions 

Survey Questions 
1 How would you rate the general health status of the patient population in this community on a 

scale of 1 to 10 (with 1 being the poorest and 10 being the best)? 

2 Keeping in mind resources are not unlimited, can you identify the top 1-2 health priorities in 
your local community that you feel should be addressed in the following areas: 
a)Health Outcomes/Diseases 
b)Health Behaviors 
c)Social Environment 

3 What existing resources, such as organized groups or public health initiatives have been 
developed and are in place to address these health priorities? 

4 What ideas do you have that may serve to improve these health priorities? 

Health Status Rating 

Overall, the general health status of Sullivan County was rated as 3.6 on a scale of 1 - 10, with 1 
being the poorest and 10 being the best. Individual responses ranged from 1.5 to 8. The health 
ranking for Sullivan County can be found below in Table 1.3. 

Table 1.3 - Average Health Status Ranking 

MSHA Facility/County Number of Individuals 
Average of 

Health Status 
Rating 

INDIAN PATH MEDICAL CENTER, Sullivan County, TN 10 3.6 

Top Health Priorities 

From the results of the surveys, the most prevalent health priorities in Sullivan County were diabetes, 
heart disease, cancer, obesity (physical inactivity/poor diet), and substance abuse/NAS. Table 1.4 
lists the health priorities input provided by community participants. 

Page - 
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Table 14- Top Identified Health Priorities 

Top Health P %ofSMel Responses 
Health Outcomes/Diseases 

Obesity 10 100% 

Cancer 9 90% 

Diabetes 9 90% 

Cardiovascular Disease 9 90% 

Oral Health 3 30% 

Behavioral Health 1 10% 

Health Behavior 

Smoking and Tobacco Use 6 60% 

Prescription Drug Abuse/NAS 4 40% 

Physical Inactivity 2 20% 

ial Environment 

Education 1 10% 

Food Insecurity 1 10% 

Lack of Free Medical Care 1 10% 

*Individuals submitted multiple answers regarding health priorities. 

Poge - 8 - 
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These priorities are consistent with the secondary data findings. 

Obesity 

Self-reported physical inactivity rates among Sullivan County residents exceed the 
state average (35% vs. 30%) 

Cancer 

Both age-adjusted lung cancer and prostate cancer mortality rates of men well 
exceed the state average 

The three year average rate of cancer deaths per 100,000 in Sullivan County well 
exceeds the state rate (292 vs. 214) 

Cancer is the number one cause of death in those ages 22 to 64 

Diabetes 

The prevalence rate of diabetes in Sullivan County well exceeds the state average 
(14% vs. 1 I %) 

Cardiovascular Disease 

The rate of cardiovascular deaths per 100,000 in Sullivan County is nearly twice the 
state rate (403 vs. 226) 

- Heart disease is the number one cause of death in those ages 1 to 14 and 65+ in 
Sullivan County 

Substance Abuse/NAS 

- The rate of Neonatal Abstinence Syndrome in Sullivan County is nearly triple the state 
rate per 1,000 live births (17.8 vs. 6.7) 

All of these issues lead to a higher percentage of self-reported age-adjusted fair or poor health rates 
in Sullivan County compared to the state pro vs. 19%) as well as a higher number of years of 
potential life lost before 75 per 100,000 (a measure of premature death) at just short of 9,000 in the 
county vs. 8.700 in TN. 

Page - 9 - 
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County Health 
Rankings & Roadmaps 
13.d nil a Culture of Health. County by County 

Sullivan (SL) 

Health Out comes 

Sullis an 

County 

Error 

Margin 

Top U.S. 

Performers' 
Ten neawe 

Rank 

(of 95) 

th  
Length  of Life - 
Premature death 8.978 8.421-9.534 5.,ou 8.6q6 

Quality of Life 55 

Poor or fair health 22% 20-25% to% 19% 

Poor phj oral health day i 5.4 4 8-6.o 2.5 4.3 

Poor mental health ciao s 4.5 3 8-5,1 2.3 3.4 

Low birthw eight 

Health Factors 

8.6% 8 0-9.1% 5.9% 9.2% 

a. 

Health Reba, ior• 4- 

Adult smoking 26% 23,8% 14% 23% 

Adult obesity 33% 30-36% 25% 32% 

Food env ironment index 6., 8.4 6.9 

Physical inactivitj 35% 32-38% 20% 30% 

Access to exercise opportunities -7% 92% 70% 

Excessiv r drinking 9% --I t% 10% 9% 

Alcohol-impaired driving deaths 23% 14% 28% 

Sexually transmitted infectuans 259 138 504 

Teen births 49 4 7 -5 1  20 47 

Clinical Care S 

Uninsured 15% 14-17% 11% 16% 

Primary care physicians -54:1 1.045:1 1488:1 

Dentists 1.424:1 1.377:1 1.996:1 

Mental health providers 865:1 386:1 7863 

Preventable hospital stays 86 81-92 41 73 

Diahetic monitoring 9o% 85-94% 90% 86% 

Mammography screening 66.5% 61.5-72.5% 70.7% 61.8% 

SOC1111 & I C4.11.,111ie Fact or• 17' 

High school graduation 92% 87% 

Some college 55.2% 52 4-58.0% -2.0% 57.7% 

Unemployment 7.5% 4.0% 8.2% 

Children in povertj 28% 23-33% 13% 27% 

Income inequalitj 4.9 4 7-5.2  3.7 4.8  

Children in single-parent households 35% 3 2-39% 20% 36% 

SOr141 associations 14.7 22.0 11.5 

Violent rrim e 530 59 621 

Injury deaths 73 67-79 50  '8 

Phj sieal his iron ni en t 

Air pollution -particulate matter 13.0 9.5 13.8 

Drinking water violations 4% 0% 4% 

Severe housing problems :1% 10-12% 9% 35% 

Driving alone to work 87% 86-88% 71% 84% 

Long commute -drn ing alone 24% 22-25% 15% 32% 

• 9oth percentile. i.e.. onlj to% are better. 

Note: Blank values reflect unreliable or missing data 
2015 
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Identifying Available Resources 
MSHA realizes that there are numerous resources in all of the counties it serves that can provide care 
for individuals. Our goal, in order to reduce costs and provide the best care possible for patients, is 
to identify these resources to prevent duplication of services and efforts. The interviewees were 
asked to list all of the services and resources within their community. The interviewees 
acknowledged that many resources currently exist to help meet health needs. Table 1.5 lists the 
current resources within each county that offer health services to the community. 

Table 1.5 - Identified Available Resources 

Resources Available 
Sullivan County, Tennessee 
Coordinated School Health 
East Tennessee State University. School of Public Health 
Friends in Need 
Health Resources Center 
Healthy Kingsport 
Parish Nurse Program 
PEAK (young professional organization) 
Providence Medical Clinic 
School System 
Sullivan County Health Council 
Sullivan County Health Department 
United Way of Greater Kingsport, Health Safety & Stability Vision Council 
YMCA 

*MSHA understands that there are other resources available in each county that are not listed in this 
table. This table represents only the resources listed by participants in community health needs 
assessment. MSHA will continue to identify resources. 

Improving Health Priorities 
The community members who were surveyed provided helpful ideas as to how to begin formulating 
a plan to improve the health priorities throughout the region. To enhance existing resources, the 
participants stressed the significance of increasing public awareness of both addressing one's 
health needs and the availability of health care options within each community. Additional 
suggestions as to how MSHA can improve the previously identified health priorities are listed in Table 
1.6. 

Table 1.6 - Ideas to Improve Health Priorities 
Responses I
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Mobile dental clinic linked to dental providers 
Collaboration across various health systems/programs to provide united approach/solutions 

Engage business leaders 
Consolidate efforts among stakeholders to maximize scarce resources 

More city and corporate support 
Community forum/Health Summit similar to 1999 Economic Summit 

Education through public media campaign 

Target kids 
Invest more resources and leadership time and commitment to Healthy Kingsport 

Collaborative Impact Model 
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However, it is also helpful to understand from a more global perspective the health status of our 
nation as a whole, since many issues we face in our service area are not limited to just our region. 
Compiled on an annual basis, the America's Health Rankings publication developed by the United 
Health Foundation, the American Public Health Association and Partnership for Prevention provides 
one of the most comprehensive assessments regarding the status of the nation's health. The 
following information in the national and regional overview is from the 2015 edition 
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Community Health Needs Assessment National Overview 

Health is a result of our behaviors, our individual genetic predisposition to disease, the environment 
and the community in which we live, the clinical care we receive and the policies and practices of 
our health care and prevention systems. Each of us, individually, as a community, and as a society, 
strives to optimize these health determinants, so that all of us can have a long, disease-free, and 
robust life regardless of race, gender or socio-economic status. 

This report looks at the four groups of health determinants that can be affected: 

1. Behaviors include the everyday activities we do that affect our personal health. It includes habits 
and practices we develop as individuals and families that have an effect on our personal health 
and on our utilization of health resources. These behaviors are modifiable with effort by the 
individual supported by community, policy and clinical interventions. 

2. Community and environment reflects the reality that the daily conditions in which we live our lives 
have a great effect on achieving optimal individual health. 

3. Public and health policies are indicative of the availability of resources to encourage and 
maintain health and the extent that public and health programs reach into the general population. 

4. Clinical care reflects the quality, appropriateness and cost of the care we receive at doctors' 
offices, clinics and hospitals. 

All health determinants are intertwined and must work together to be optimally effective. For 
example, an initiative that addresses tobacco cessation requires not only efforts on the part of the 
individual but also support from the community in the form of public and health policies that 
promote non-smoking and the availability of effective counseling and care at clinics. Similarly sound 
prenatal care requires individual effort, access to and availcbility of prenatal care coupled with 
high quality health care services. Addressing obesity, which is a health epidemic now facing this 
country, requires coordination among almost all sectors of the economy including food producers, 
distributors, restaurants, grocery and convenience stores, exercise facilities, parks, urban and 
transportation design, building design, educational institutions, community organizations, social 
groups, health care delivery and insurance to complement and augment individual actions. 

America's Health Rankings® combines individual measures of each of these determinants with the 
resultant health outcomes into one, comprehensive view of the health of a state. Additionally, it 
discusses health determinants separately from health outcomes and provides related health, 
economic and social information to present a comprehensive profile of the overall health of each 
state. 

America's Health Rankings® employs a unique methodology, developed and periodically reviewed 
by a panel of leading public health scholars, which balances the contributions of various factors, 
such as smoking, obesity, binge drinking, high school graduation rates, children in poverty, access to 
care and incidence of preventable disease, to a state's health. The report is based on data from the 
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U.S. Departments of Health and Human Services, Commerce, Education and Labor; U.S. 
Environmental Protection Agency; U.S. Census Bureau, the American Medical Association; the 
American Dental Association; the Dartmouth Atlas Project; and the Trust for America's Health. 

Purpose 

The ultimate purpose of America's Health Rankings® is to stimulate action by individuals, elected 
officials, health care professionals, employers, and communities to improve the health of the 
population of the United States. We do this by promoting public conversation concerning health in 
our states, as well as providing information to facilitate citizen, community and group participation. 
We encourage participation in all elements: behaviors, community and environment, clinical care, 
and public and health policies. Each person individually, and in their capacity as an employee, 
employer. voter, community volunteer. health official or elected official, can contribute to the 
advancement of the healthiness of their state. Proven, effective and innovative actions can 
improve the health of people in every state whether the state is first or 50th. 

Findings 

Comparison to Other Nations 

When health in the United States is compared to health in other countries, the picture is 
disappointing. The World Health Organization, in its annual World Health Statistics 2013, compares 
the United States to the nations of the world on a large variety of measures. While the U.S. does 
exceed many countries, it is far from the best in many of the common measures used to gauge 
healthiness and lags behind its peers in other developed countries. 

The United States ranks at or near the bottom among high-income countries on nearly all indicators 
of mortality, survival, and life expectancy. Life expectancy is a measure that indicates the number 
of years that a newborn is expected to live. Japan, San Marino, and Switzerland are the persistent 
leaders for developed countries in this measure, with an overall life expectancy of 83 years. At 81 
years for women and 76 years of men, the United States ranks 33rd among the 193 reporting nations 
of the WHO. The United States male life expectancy rates are on par with Chile, Cuba, Brunei 
Darussalam, and Maldives, while the female life expectancy rates are on par with Columbia. Costa 
Rica, Czech Republic. Estonia, Poland, and Qatar. There are 32 other countries that exceed the 
United States in healthy fife expectancy, including Australia, Italy. Spain, France. Germany, Greece 
and the United Kingdom. 

One of the underlying causes for these differences is the gap in infant mortality rates between the 
United States and many other countries. The infant modality rate for the U.S. in 2011 was 6 deaths 
per 1,000 live births, ranking 40th among WHO notions. The infant mortality rates in Finland. Japan, 
and Sweden were one third that of the U.S. rate. Of the 193 countries rated, 39 countries had lower 
infant mortality rates than the United States. 

These countries also have considerably lower infant mortality rates than that of non-Hispanic whites 
in the United States, which is the ethnic/racial group with the lowest infant mortality rate. The 
racial/ethnic disparities related to infant mortality could be related to differences in risk factors 
among different racial/ethnic groups, including risk far low birth weight delivery, access to medical 
care, and socioeconomic status. However, many of the racial/ethnic differences in infant mortality 
remain unexplained. It should also be noted that the reporting and classification of infant mortality 
varies among countries, which could be reflected in the ranks. 

In addition to infant mortality, youth and young adults' mortality impacts life expectancy. 
Unintentional injuries claim approximately 30 percent of the years lost before age 50, along with 
violence and suicides, among U.S. young adults and adolescents. Non-communicable (chronic) 
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diseases, such as cancer, heart disease, and other conditions that are not caused by infections, 
begin to be more of a contributing factor after the age of 30. 

Differences in healthy life expectancy are also affected by the effectiveness of treating disease, 
especially those that are amenable to care, including bacterial infections, treatable cancers, 
diabetes, cardiovascular and cerebrovascular disease, some ischemic heart disease, and 
complications from common surgical procedures. The age-adjusted amenable mortality rate before 
age 75 for the United States was 95.5 deaths per 100,000 population in 2006 to 2007, which is still a 
slower rate of improvement than in other Organization for Economic Cooperation and 
Development (OECD) nations studied. The rate in the U.S. is 50 percent higher than the rate in 
France, Japan, Italy, and Australia. 

Additionally. the study indicated that despite spending more than any other country on health care, 
the United States continues to slip further behind and has one of the highest inequalities in health 
compared to other developed countries. The U.S. ranks among the worst OECD countries for child 
health well-being, having an inequality higher than average. Furthermore, although the United 
States has the highest income per person, it continues to rank as the worst country far income 
inequality, which is thought to explain why it has the highest index of health and social problems 
compared to other developed nations. 

Physical inactivity and obesity play major contributions to disease worldwide and in the United 
States. Physical inactivity is the fourth leading risk factor for global mortality, and is responsible for an 
estimated 6 to 10 percent of non-communicable diseases, such as type 2 diabetes, heart disease. 
colon cancer, and breast cancer. North America has 34 percent of the world's biomass due to 
obesity: however, it only makes up for 6 percent of the world's population. Asia, on the other hand, 
has 61 percent of the world's population, yet only has 13 percent of its biomass due to obesity. While 
the U.S. is only one of several countries that form North America, it is the only North American nation 
to rank among the heaviest nations globally. It is estimated that eliminating physical activity in the 
United States would add approximately 1 year to life expectancy and dramatically reduce the 
burden of chronic diseases. 

The results of these studies should be a wake-up call to everyone in the United States to strive to 
improve all aspects of our health system, including education, safety, prevention, and clinical care. 
Other countries have improved their overall health, indicating that we, too, can do the same. 

National Changes since 1990 

In the past year, 20 health measures improved, 8 measures declined, and 1 measure remained 
unchanged. Table 1 shows the national changes in the last year. These improvements were offset by 
deterioration in several measures, including increases in the prevalence of obesity, the percentage 
of children in poverty and lack of health insurance. 

Since 2012, the prevalence of smoking declined from 21.2 percent to 19 percent among adults. The 
binge drinking prevalence rale dropped from 18.3 percent to 16.8 percent of adults who binged in 
the last 30 days, and physical inactivity decreased from 26.2 percent to 25.3 percent. The incidence 
of pertussis increased sharply from 9.0 to 15.5 cases per 100,000 populations. The percentages of 
children in poverty, lack of health insurance, child immunization coverage, and low birth weight 
have also suppressed faster improvement in our nation's health. 
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Table 1 - National Successes and Challenges 

SUCCESSES 

Smoking Since 1990, smoking decreased 36% from 29 5% to 19.0% of 

adults who smoke regularly 

High School Graduation At 81% of ninth graders graduating within 4 years, high school 

graduation is still a challenge. However, it is slowly trending 

upward from 71.7% in 2004. 

Violent Crime At 387 offenses per 100,000 population, violent crime is 37% 

lower than in 1990 and 4 9% lower than its peak in 1993. 

Air Pollution 

Preventable Hospitalizations 

Occupational Fatalities 

Infant Mortality 

Premature Death 

The average amount of fine particulates in the air continues to 

decline from 13.2 micrograms per cubic meter in 2003 to 9 9 

micrograms per cubic meter in 2014 

Preventable hospitalizations continue to decline In 2001, there 

were 82.5 discharges per 1,000 Medicare beneficiaries; in 2014, 

there were 62 9 discharges per 1,000 Medicare beneficiaries 

Occupational fatalities have declined in the last 8 years from 5 3 

deaths per 1C0,000 workers in 2007 to 3 8 deaths per 100,000 

workers This is the second consecutive year the rate is below 4 

deaths per 1C0.000 workers 

Since 1990, infant mortality decreased 41% from 10 2 to 6.0 

deaths per 1,000 live births, although most of that decline 

occurred between 1990 and 1999 Even though the infant 

mortality rate is the lowest in US history, it is double the rate 

of many developed countries. In addition, large racial and 

geographic d sparities exist within the country 

Since 1990, premature death declined 209'. from 8,716 to 6,976 

years of potential life lost before age 75 Premature death, like 

several other metrics, has leveled off in the last decade compared 

with improvements made in the 1990s. 

Cancer Deaths Cancer deaths declined 4% from 197 5 deaths in 1990 to 189 9 

deaths per 1C0.000 population 

Cardiovascular Deaths Since 1990, cardiovascular deaths declined 38% from 405.1 to 

251 4 deaths per 100,000 population This continues a relatively 

constant improvement of 2% to 3% yearly. 
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CHALLENGES 

obesity 

Physical Inactivity 

Children in Poverty 

Public Health Funding 

Immunization Coverage —

Children 

Immunization Coverage —

Adolescents 

Low Birt hweight 

Diabetes 

Since 1990, obesity has increased 153% from 11 6% to 29 4% 

of adults. 

Physical inactivity remains high at 23 5% of adults and has not 

changed appreciably for the last decade 

At 19 9% of children, the children in poverty measure is far 

above the 23-year low of 15.8% in the 2002 Edition and near 

the 1990 level of 20.6%. 

State public health funding continues its slow decline over the 

past 4 years. Since 2011, it decreased from 595.01 to 590 00 in 

expenditures per person at the state level. 

Nationwide, comprehensive immunization coverage among 

children aged 19 to 35 months is only 70.4%. It increased 

marginally in the past year 

Nationwide, comprehensive immunization coverage among 

teens aged 13 to 17 years is only 67 1% It increased marginally 

in the past year 

In the last 20 years, the prevalence of low birthweight infants 

has increased from 7 1% to 80% nationwide The good news 

is that it appears to have peaked in 2009 and is trending 

downward 

In the nation, 9.6% of adults report they have been told they 

have diabetes. There has been a steady, upward climb in the 

prevalence of diabetes, although data from the last 3 years 

shows a leveling of the prevalence 
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The United States has the potential to return to the rates of improvement typical in the 1990s. 
However, to do so, it must address the drivers of health directly by focusing on reducing important 
risk factors. For example, the prevalence of smoking had been stagnant for many years and 
recently started to show improvement in the last two decades. However, there was an increase in 
rates from 2010 to 2012. In the last year, the prevalence of smoking declined in the United States 
from 21.2 percent to 19 percent of adults who smoke regularly; however Tennessee ranks 46th as one 
of the bottom five states with 24.3 percent of adults smoking and Virginia ranks 24th at 19.1 percent. 

Graph 1 - Prevalence of Smoking Since 1990 

United States Smoking (1990-2014) see more 

0 
1990 1993 1996 1999 2002 2005 2008 2011 2014 

Year 

Unprecedented and unchecked growth in the prevalence of obesity over the last 20 years has also 
dramatically affected the overall health of the United States. The prevalence of obesity, a risk factor 
for numerous illnesses including heart disease and diabetes, appears to be leveling off after 
increasing for decades. However, more than one in four people in the U.S. is considered obese - a 
category that the Centers for Disease Control and Prevention reserves for those who are significantly 
over the suggested body weight given their height. In the United States, the prevalence of obesity is 
29.4 percent of adults, which has increased from 27.8 percent in 2012. Virginia's obesity score ranks 
18th at 27.2 percent, while Tennessee ranks 47th at 33.7 percent of obese adults. 

These very high obesity rates are gathered from the Behavioral Risk Factor Surveillance System, the 
nation's largest phone survey about health, and rely on self-reported height and weight. Actual 
obesity rates, as measured by health professionals, may be almost 10 percent higher, meaning that 
over one-third of the population is now obese. 
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Graph 2 - Prevalence of Obesity Since 1990 

i_in;ted '=t,ates Obesity (1990.2014) see more 

30 

22 5 

15 

7.5 

1) 
1990 1993 1996 1999 2002 2005 2008 2011 2014 

Year 

Despite increasing risk factors such as obesity, high cholesterol, and high blood pressure, deaths 
contributed to cardiovascular disease have consistently declined by 2 to 3 percent per year for the 
last decade. Cardiovascular disease accounts for 30 percent of Medicare spending, 17 percent of 
medical spending, and totals nearly $150 billion each year. For cardiovascular deaths, Virginia 
ranked 25th with a rate of 241.1 per 100,000 and Tennessee ranked 44th with the rate of 300.6. 

Graph 3 - Prevalence of Cardiovascular Deaths Since 1990 

United States Cardiovascular Deaths (1990-201L1) 
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Like cardiovascular disease, potentially preventable hospitalizations have steadily decreased over 
the past 12 years. Preventable hospitalizations (hospitalizations that may be preventable with high 
quality primary and preventive care) have decreased from 82.5 to 62.9 discharges per 1,000 
Medicare enrollees since 2001. Preventable hospitalizations reflect how efficiently a population uses 
various health care options for care and often occur as a result of a failure to detect or treat 
conditions early. Preventable hospitalizations could be avoided with earlier, less costly interventions. 
Virginia ranked 22nd in this measure with a 55.2 rate and Tennessee ranked 47th with a rate of 78.5. 

Page - 19 - 

SBH-KINGSPORT 002047 SBH-KINGSPORT 002047



Graph 4 - Preventable Hospitalizations Since 2001 

United States Preventable Hospitalizations (21)01-2014) 
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The current economic climate also increases the challenge of maintaining a healthy population. 
Poverty is an indication of the lack of access to health care, including preventive care, for this 
vulnerable population. Graph 5 shows the recent increase in the percentage of children in poverty 
in the last few years, increasing from 16.1 percent of children in the 2011 Edition to 19.9 percent of 
children in the 2014 Edition. On this measure Virginia ranks 12th with a 14.5 percent of children living 
in poverty and Tennessee ranks 45",  with 26.7 percent. In the 2002 Edition, the child poverty rate was 
at a historic low of 15.8 percent of persons under age 18. 

Graph 5 - Children in Poverty since 1990 

United States Children in Poverty (1990-2014) see more 
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Lack of health insurance coverage increased from 13.9 percent in the 2001 Edition to 14.6 percent 
of the population in the 2014 Edition. Lack of health insurance not only inhibits people from getting 
the proper care when needed but also reduces access to necessary preventive care to curtail or 
minimize future illnesses. 

Massachusetts, with the lack of health insurance at 3.8 percent of the population, is substantially 
better than all other states and less than one-fourth of the national average. Texas has a rate six 
times that of Massachusetts. Changes in national health care laws have the potential to 
dramatically affect this metric over the next few years. 

Graph 6 - Lack of Health Insurance Since 2001 

Lack of Health Insurance 

Limed States Lack of Health Insurance (1990-2014) see more 
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Community Health Needs Assessment Regional Overview 

2014 State Results 

Americds Health Rankings®-2014 Edition shows Hawaii at the top of the list of healthiest states again 
this year. The state has steadily remained within the top 5 healthiest states since 1990. 
Hawaii has consistently sustained its place within the top 5 healthiest states for the last 22 years, 
excluding 2002 when it was ranked 61h. Hawaii's strengths include its number one position for overall 
health rank and ranking in the top 5 states for a low rate of preventable hospitalizations, high 
immunization coverage among children, low prevalence of smoking and obesity, high per capita 
public health funding, a low rate of uninsured population, and low cancer and cardiovascular 
mortality rates. Hawaii's three challenges are a high prevalence of binge drinking, low high school 
graduate rate, and a high incidence of Salmonella infections. 

Mississippi is 50th this year, the same as the last ten years, excluding in 2011 when it ranked 49th. It has 
been in the bottom three states since the 1990 Edition. The state ranks well for a low prevalence of 
binge drinking, higher immunization coverage among children, and small disparity in health status 
by educational attainment. In the past year, despite ranking last in the nation for immunization 
coverage among adolescents, coverage increased from 30.2 percent to 35.4 percent of persons 
aged 13 to 17 years. Mississippi also ranks last in many health outcomes, including infant mortality, 
low birth weight, premature death, cardiovascular death, infectious diseases, and overall health 
status. Mississippi's prevalence of obesity, physical inactivity, and diabetes remain among the 
highest in the nation with approximately 690,000 physically inactive adults, 770.000 obese adults, 
and 280.000 adults with diabetes. It ranks 48H in health determinants and 49th in health outcomes; 
therefore. its overall ranking is unlikely to change significantly in the near future 
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2014 Edition Ranking 2014 Edition Ranking 

2014 
RANK 
(1-50) STATE SCORE 

2014 
RANK 
(1-50) 

26 

STATE 

Alaska 

SCORE 

13 1 Hawaii 91 

2 Vermont 85 27 Kansas 08 

3 Massachusetts 74 28 Pennsylvania 01 

4 Connecticut 74 29 Arizona - 04 

5 Utah 73 30 Illinois -.08 

6 Minnesota 73 31 Texas -11 

7 New Hampshire 68 32 Florida -.15 

8 Colorado 57 33 New Mexico -18 

9 North Dakota 55 34 Michigan -.21 

10 Nebraska 50 35 Delaware - 23 

11 New Jersey 47 36 Missouri -.28 

12 Oregon 41 37 North Carolina -.29 

13 Washington 40 38 Georgia -.32 

14 New York 39 39 Nevada -.33 

15 Rhode Island 37 40 Ohio -.36 

16 Maryland 35 41 Indiana -.38 

17 California 35 42 South Carolina - 64 

18 Idaho 34 43 Alabama -.66 

18 South Dakota 34 44 West Virginia -.71 

20 Maine 30 45 Tennessee -.71 

21 Virginia 30 46 Oklahoma -.74 

22 Montana 28 47 Kentucky -.75 

23 Wisconsin 23 48 Louisiana -.80 

24 Iowa 22 49 Arkansas -.93 

25 Wyoming 21 50 Mississippi -1.00 
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Community Health Needs Assessment Health Assessment Determinants 

As Mountain States Health Alliance works to develop an implementation plan based on the findings 
from this assessment, key focus areas for consideration to impact the health of our community 
would be the 27 measures that comprise the America's Health Rankings. These determinants have 
been carefully selected by leaders in health and public policy as factors which have the greatest 
impact on future health of a population. For a state (or area for that matter) to improve the health 
of its population, efforts must focus on changing the determinants of health. A description of these 
determinants is outlined below. 

Selection of Components 

Four primary considerations drove the design of America's Health Rankings® and the selection of 
the individual measures: 

1. The overall rankings had to represent a broad range of issues that affect a population's health, 
2. Individual measures needed to use common health measurement criteria, 
3. Data had to be available at a state level, and 
4. Data had to be current and updated periodically. 

While not perfect, the measures selected are believed to be the best available indicators of the 
various aspects of healthiness at this time and are consistent with past reports. 

The measures are divided into two categories - Determinants and Outcomes. For further clarity. 
determinants are divided into four groups: Behaviors, Community and Environment, Public and 
Health Policies, and Clinical Care. These four groups of measures influence the health outcomes of 
the population in a state, and improving these inputs will improve outcomes over time. Most 
measures are actually a combination of activities in all four groups. For example, the prevalence of 
smoking is a behavior that is strongly influenced by the community and environment in which we 
live, by public policy including taxation and restrictions on smoking in public places, and by the care 
received to treat the chemical and behavioral addictions associated with tobacco. However, for 
simplicity, we placed each measure in a single category. 

For America's Health Rankings® to continue to meet its objectives it must evolve and incorporate 
new information as it becomes available. The Scientific Advisory Committee provides guidance for 
the evolution of the rankings, balancing the need to change with the desire for longitudinal 
comparability. Over the last few years, change is being driven by: 11 the acknowledgment that 
health is more than years lived but also includes the quality of those years; 2) data about the quality 
and cost of health care delivery are becoming available on a comparative basis: and 3) 
measurement of the additional determinants of health are being initiated and/or improved. The 
committee also emphasizes that the real impact on health will be made by addressing the 
determinants, and making improvements on these items will affect the long-term health of the 
population. The determinants are the predictors of our future health. 

Outcomes are traditionally measured using mortality measures which include premature death, 
infant mortality, cancer and cardiovascular mortality. While these measures overlap significantly, 
they do present different views of mortality outcomes of a population. Two measures of the quality 
of life- poor mental health days and poor physical health days - are also included and defined as 
the number of days in the previous 30 days when a person indicates their activities are limited due 
to mental or physical health difficulties. 

As with all indices, the positive and negative aspects of each measure must be weighed when 
choosing and developing them. These aspects for consideration include: I) the interdependence of 
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the different measures; 2) the possibility that the overall ranking may disguise the effects of individual 
measures; 3) an inability to adjust all data by age and race; 4) an over-reliance on mortality data; 
and 5) the use of indirect measures to estimate some effects on health. These concerns cannot be 
addressed directly by adjusting the methodology; however, assigning weights to the individual 
measures can mitigate their impact. 

Each measure is assigned a weight that determines its percentage of the overall score. 
Determinants account for 75 percent of the overall ranking and outcomes account for 25 percent, 
a shift from the 50/50 balance in the original 1990 index. This reflects the importance and growing 
availability of determinant data. 

A short description of each measure immediately follows. The data for each year is the most current 
data available at the time the report was compiled. 

The table includes the core measures included in the current model, plus supplemental measures 
that can be used to further understand each state's unique situation. The supplemental measures 
are more fully described at http://www.americashealthrankinas.oraiAbout/Model.  

Data for each state and the United States is available at Get Informed or by clicking the link above. 

Description 

Percentage of adults who are current smokers (smoked at least 100 cigarettes in their 
lifetime and currently smoke) 

Percentage of adults who self-report having 4 or more (women) or 5 or more (men) 
alcoholic beverages on at least 1 occasion in the past 30 days. 

Number of deaths due to drug injury of any intent (unintentional, suicide. homicide, or 
undetermined) per 100.000 population 

Percentage of adults who are obese. with a body mass index (BMI) of 30.0 or higher. 

Percentage of adults who report doing no physical activity or exercise (such as running. 
calisthenics golf. gardening. or walking) other than their regular job in the last 30 days. 

Percentage of incoming ninth graders who graduate in 4 years from a high school with a 
regular degree. 

Core Measures 

Determinants 

Behaviors 

Smoking 

Binge Drinking 

Drug Deaths 

Obesity 

Physical Inactivity 

High School Graduation 

Community and Environment 

Violent Crime 

Occupational Fatalities 

Children in Poverty 

Infectious Disease 

Number of murders. rapes. robberies, and aggravated assaults per 100.000 population. 

Number of fatalities from occupational injuries per 100,000 workers 

Percentage of persons younger than 18 years who live in households at or below the 
poverty threshold 

Combined average z-score using the values of incident cases of chlamydia. pertussis. 
and Salmonella per 100.000 population 
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Imm uniz ti on-Children 

Average exposure of the general public to particulate matter of 2 5 microns or less in size 

(P812 5) 

Percentage of the population that dces not have health insurance privately. through their 

employer or the government 

State funding dedicated to public health as well as federal funding directed to states by 

the Centers for Disease Control and Prevention and the Health Resources and Services 

Administration 

Percentage of children receiving the recommended doses of DTaP polio. MMR. Hib 

hepatitis B. varicella. and PCV vaccines by age 19-35 months. 

Air Pollution 

Policy 

Lack of Health Insurance 

Public Health Funding 

Percentage of adolescents aged 13 to 17 years who have received 1 dose of Tdap since 

Immunization-Adolescents the age of 10 years. 1 dose of meningococcal conjugate vaccine, and 3 doses of HPV 

vaccine (females only) 

Clinical Care 

Low Birth weight 

Primary Care Physician 

Percentage of infants weighing less than 2.500 grams (5 pounds. 8 ounces) at birth 

Number of primary care physicians (including general practice family practice Cl-GYN 

pediatrics and internal medicine) per 100,000 population 

Dentists Number of dentists per 100,000 population 

Preventable Discharge rate among the Medicare population for diagnoses that are amenable to non- 

Hospitalizations hospital based care. 

Outcomes 

Diabetes 

Poor Mental Health Days 

Poor Physical Health Days 

Percentage of adults who have been told by a health professional that they have diabetes 

(does not include pre-diabetes or diabetes during pregnancy) 

Number of days in the previous 30 days when a person indicates their activities were 

limited due to mental health difficulties 

Number of days in the previous 30 days'  r n a person indicates their activities were 

limited due to physdfal health difficulties 

Percent difference in adults aged and older 'Atm did not graduate high school and 

adults with at least a high school education who self-report being in excellent or very 

good health. 

Number of infant deaths iftektre ago it per 1 000 live baths 

Number of deaths due to all cardiovascular diseases. including heart disease and 

strokes, per 100,000 population 

Number of deaths due to all causes of cancer per 100 000 population 

Number of years of potential life lost prior to age 75 per 100,000 population 

Disparity in Health Status 

Infant Mortality 

Cardiovascular Deaths 

Cancer Deaths 

Premature Death 

Supplemental Measures 

Behaviors 
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Percentage of adults who have had their blood cholesterol checked within the last 5 

years 

Percentage of adults who have visaed the dentist or dental clinic within the past year for 

any reason 

Number of fruits consumed on an average day. 

Number of vegetables consumed on en average day. 

Number of births per 1.000 mothers aged 15 to 19 years. 

Percentage of high school youth who smoked cigarettes on at least 1 day during the 

last 30 days 

Percentage of high school students who were greater or equal to the g5l'l  percentile for 

body mass index, based on sex and age specific reference data from the 2000 CDC 

growth charts 

Percentage of adults who have been told by a health professional that they have angina 

or coronary heart disease. 

Percentage of adults who have had their cholesterol checked and been told that it was 

high 

Percentage of adults who have been told by a health professional that they had a heart 

attack (myocardial infarction) 

Percentage of adults who have been told by a health professional that they had a 

stroke 

Percentage of adults who have been told by a health professional that they have high 

blood pressure 

Percentage of babies born before 37 weeks gestation 

Cholesterol Check 

Dental Visit. Annual 

Diet. Fruit 

Diet, Vegetables 

Teen Birth Rate 

Youth Smoking 

Youth Obesity 

Chronic Disease 

Heart Disease 

High Cholesterol 

Heart Attack 

Stroke 

Hypertension 

Clinical Care 

Preterm Birth 

Economic Environment 

Personal Income 

Median Household Income 

Unemployment Rate 

Underemployment Rate 

Income Disparity (Gini 

coefficient) 

Outcomes 

Low Health Status 

Suicide 

Per capita personal income in current dollars 

The amount of income that divides the income distnbution into 2 equal groups 

Total unemployed as a percentage of the civilian labor force RI 3 definition) 

Total unemployed plus all marginally attached workers plus total employed part-time for 

economic reasons as a percent of the civilian labor force Definition) 

A common measure of income inequality, where 0 represents complete equality and 1 

indicates complete inequality 

Percentage of adults who describe their general health as fair or poor 

Number of deaths due to intentional self-ham per 100.000 population 
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Community Health Needs Assessment Local Summary 

Overview  
The County Snapshots consists of demographics, key indicators of health status, interview highlights. 
and local resources. The model for the key indicators of health status analysis was based on the 
2015 County Health Rankings, a key component of the Mobilizing Action Toward Community Health 
(MATCH). MATCH is collaboration between the Robert Wood Johnson Foundation and the 
University of Wisconsin Population Health Institute. Indicators are organized into two broad 
categories: Health Outcomes and Health Factors. The Health Factors have multiple components, 
including Clinical Care, Health Behaviors, Social and Economic Factors, and Physical Environment. 
A number of additional key indicators of health status were included in this analysis from other 
sources (they are noted in blue font in the snapshot section). For each indicator, the state and 
county score is provided as well as a comparison of the county's performance to that of the state. 
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INDIAN PATH MEDICAL CENTER 

Service Area Counties: Primary Service Area Map: 

• West Sullivan, TN 

• Hawkins, TN 

• Scott, VA 
1/ , J IV 

• Wise, VA 
Mprtrill' enter 

....." 

a WM, 

I. '-. 

Facility Profiles: 

Indian Path Medical Center (IPMC), Kingsport, Tenn., is a 261-bed, 
not-for-profit hospital. IPMC provides convenient parking, easy 
access and private rooms, as well as a variety of menu options 
and convenient room service 24 hours a day. All ancillary and 
outpatient services are on the ground floor to provide more 
expedient care. IPMC joined Mountain States Health Alliance in 
1998. This hospital serves as a regional referral center providing 
advanced care in the areas of orthopedics, oncology, cardiology, 
and women's. 

A 6-page profile of each county is provided. The profile includes demographic highlights, key 
indicators of health status, utilization projections, and survey results specific to the county. A detailed 
demographic analysis by county is provided in the appendix which follows the collection of county 
snapshots. 

Page - 31 - 

SBH-KINGSPORT 002059 SBH-KINGSPORT 002059



Population by Age Group 

Demographic Highlights: 

Large elderly population 
compared to TN and US 

• Declining rate of females 
of child-bearing age 
expected 

■ Low average household 
income level (15.6% of 
households make less than 
$15,000) 

• Low level of educational 
attainment compared to 
state and country (6.6% 
with no high school 
education compared to 
5.9% nationally) 

• Low level of diversity 
compared to state and 
national 

Service Area Map: 

Kcatucky 

Tomas.* 

Age Distribution and Population Projections: 

SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

Key Statistics: 

2015 Total Population 159,716 6,735,022 321,369,000 

% Change 2015-2020 1.0% 5.5% 4.1% 

% of Population 65+ (2015) 20.7% 15.6% 14.9% 

% Minority (2015) 6.6% 26.1% 38.3% 

Total Male Population 77,249 78,076 1.1% 

Total Female Population 82,467 83,193 0.9% 

Females, Child Bearing Age (15-44) 27,268 26,913 -1.3% 
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SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

Local Health Highlights: 

STRENGTHS:  
• Unemployment Rate 
• Medical Doctors 
• Decreased percentage of 

individuals with no health 
insurance 

• Percentage of Children 
tin/Improperly Restrained 
in a Crash 

• STDs 

WEAKNESSES:  
• Prevalence of asthma 

and diabetes 
• Vaccinations 
• Smoking during 

pregnancy 
• Pre-1950 Housing 
• Deaths due to 

cardiovascular, diabetes, 
cerebrovascular, cancer, 
suicide, and injuries 

Leading Causes of 
Death: 

Ages ' • = .Pa's 

(Cause of Death Fats Rohl 
Heart Disease 1 12 1 

Dance, 4 12 2 

Anemia 4 12 3 

All Other Causes 4 12 

Aces 15 - 2' .84.s  

'Cause of Death Role Rank' 

Accidents 53 6 1 
Suicide 23 2 
AM Other Causes 53 5 

Aces 22- 5: 
(Cause of Death Rate Ranks 

Cancer 144 7 1 

Heart Disease 141 2 2 

Accidents 152 3 

Suicide 22 4 

Respiratory 22 

Cerebra.asc3lai 15 1 6 

LherDwrhosis 139 7 

Diabetes Me--t,is 12 7 a 
Sept tCgtrda 8 1 9 

Viral Hebat1s 7 10 

All Other Causes 119 1 

Ages 65. 

K81110 Of Death Rate Ranh I 
Heat disease 1238 4 1 

Cancer 1'27 

Respiratory 449 7 
Alzheimer s 
Disease 230 2 4 

Cerebrosescular 256 5 

giu Prievn, a 176 4 6 

Diabetes Meatus 148 7 7 

H,vertersior '312 8 

Sopbcomm 100 3 9 

Accidents 76 ' '0 

All Other Causes 1307 5 

Key Indicators of Health Status: 
County: Sullivan, TN 

TN Sullvan 2010 Dested 

Health Outcomes 

t/ ulahi rOe art CI F oten,l o WED ZIT.) 8790 9005 9f60 

Ls* Errtn Adrghl 0,yr n g 90% 8 rsi 87% 

Genera. Hearth Stat. Mt a I'S de• hear).  BO% 210% BO% 

veryLoye8 h Weight t6% 10% 14% 

Infant 10 ortainy f3 yi as 4'a: woo.  81 92 9I 

to wale ale (3,4 a.,  i  'ate Fef 000(32 953 3 12813 9455 

anflioy ass alai C eath s !per SiLOD/ 7261 4026 3309 

C anc er Deaths vt.vaee oes DOOM: 2144 2917 2063 

Diabetes M elit as Dee,' (e. 1013W 29 7 350 312 

C vette as scuLar Ue atns (pot DOOZOt 4/0 564 546 

Suic ...Deaths (per 00001 6O 85 156 

°debt pale to' ages' '4 vs 668 165 24 5 

I, CIO:Irate for ages 6 21$ s 704 1301 9138 

td dab: vale ,y 'or age:654 4 $701 5,2925 5,20200 

Laid C ant Cr Deaths (3.r arc rale pr. :LOOM' See 936 719 

Female Breast C arise, De wits (3-'i a•cf 'eloper 10:X0) 17 1 86 

P ley Aunt a u A•st lee: 04 93% 132% 12 4% 

F're• alent e c Coat PIPS ('3,  110% 140% 130% 

Health De term Slants 

Heafth Care Resources 
No Heath risiAaociii%). 2L0% 60% 17 9% 

Medicaid/1 enncare Enrolees (9; 1% V 4% Pk 

M eddal o tic 's Per Cassia per 13:030) 246 1 289 5 3C3 

Dentists F er nee :per 13.2 ZOO) 5: : 612 938 

Percent 44tboir Pr eum oc,c:a14aCcrnat ons '42% 66 7% 67 3% 

Portent enthote ',Mena Vast cab* ns IN" 594% 50 7% 534% 

No Debetic Eye ba-n: 'Sy 743% 11 2% 5,36% 

No Debar. ,..64t Teftmo(°dt BO% 00% DO% 

No Benniall, amm,g• *by ,s.f. 23 3% :9 3% 23 3% 

',adequate or Ao P•err at C arei%) 407% 38 1% 81% 

M oritn Pier 4141C are Began 32 29 

F IItt I orr esterPronXSC 6'01,, 593% 619% 67 6% 

C hddren n•ey id!, WW1 aillaelin, are C . er:qe 466% 460% 449% 

Ho,p,aiStafielEedstper 

1,ceosed Nirs ng Bed S 'poi 1:0965a 

C of F whey( aro kiCis 

of PswNatnc Sts•siabsts 

hpaher4 C s:t .'9e Rate (per '000i. Tut.,1 

Health Behaviors (continued) 

44 8 

7 703 

684 

26 

67 

347 

122 

9 

028 

4 7 

37 7 

9 

1312 

C narette Smohos 01)' 233% 250% 304% 

Smosir,g Dom g Pre, ant / I'll 3% :79% 298% 

411r, 4r1p4/1.41* nx 110% id 4% 

Os iddifighuOtese WS 9,11025) 67 8% 678% 679% 

0besti1%F1611.1-r 120% n% Inn% 

L owF rut sod VegetaNe C. or sore pt. r (.45 s der' 7: 7 9: 73 5% /66% 

Binge D red,  ,ng %;" L0% 90% 85% 

%of C hod.. 61.4) U'admorcped1Pec haired ,n a Cast 14F% 3% C15% 

leen A, Pate (de' VIII 37  41 61) 

Si,ro•11,1•4ovirat1e3:, 4,d,, air 134 

Vale. C nme reel 87200) 667  6130 538 

M otor Vetircie C rash Deaths (per 1200021 Lo 22 

Unnamed Me,. Birth Rate (%) 44 1% 42 7% 398% 

In)ury-related14 c rI 44 f (3.r 411 fate pe.1.10,01Ar 53 / 881 919 

Yr org Dor r Crash .ate 6 Z4 '• tit, east 

Elde fly Dm • (la s,a ate (60. 

Homicides ;per (01:1201 

41 ,  28 5 

32 

2514 

13 

accide ntal deaths oei CO DOC ppd.° r 5; 454 462 
Al e.g. F  41445 ,..ti m A LlighalPelate d C u  ,he, (se' Mow 

population! F 15 sr 
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Ap•-•....100 Ca..,  MK.... Rios 
I610,  ,00.000; 

A...doted Co.o Monad Rates 
1e0.000 pumales, 

Canor Mena., Rates 
fw 'VOW .garoi 

• 

SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

Cancer Incidence:  Key Indicators of Health Status: 

Birth Rate Trend: 

Socioecomonic Factors 

rogn Sr no ol Graduation P ate (%) 860% 900% 817% 

Level of Eckrc ation OW 832% 827% 804% 

unemployment (%) 88% 84% 58% 

Chicken (age 0 to 17)e7 poverty ratic ,%i 265% 269% 224% 

Divorce Pate (per WOO) 4 3 5 1 4 8 

Food Stamp Pec !gents (%c I nlyiduals) 2186 88% 162% 

P overtyP ate (% o r al aces) 134% 82% 14 e4 

7 erripo racy A s srstaric ern,  N eem, F armies 26% 17% 19% 

H tun S r no co Droop./ Pate 69% 36% lei 

Aver3ge A -1,13 wage S 36576 5 35,000 532,141 

Physical Environment 

Air Ctialty,:, ancerPisk (per 033 CU ) 46 47 404 

Air Quality Hazard Index Wei 1[00,000) 14 47 

Air Ouarity. ine P arm toate M atter in Air (.3 yr avg M 9/m3r 02 130 u t 

Ozone LEVEN (ppby 0 062 0 063 0 Ilf,: 

N trate Levels in dnnking water(morL Average) 

P re• 950 Housing (%) 158% 118%07  

0 4 0 6 

94% 

Lead Poisoner! Children (%) 0 016 nia 0 7% 

Grim Abuse arm N eglet 1 (rate per WOO) 55 78 116 

Communicable Diseases 
Hepatitis A (per 00.000) 03 00 ri,  a 

C am py4o bac t er Infection (per DO 000) 7 2 o7 Ilia 

Salmo neva. N on 7yrno id (per 00.000) 776 57 ry a 

Snigeaosts (per 130.000) 33 00 rva 

AIDS/HIV (per 100000) 293 91 rya 

Pnmary arx1 Sec o nclary Syphilis (per 130,000) 4 3 0 6 nra 

p mit illin-Sensitwe Streptococcus prieumcnrae (per 00,000) 00 00 nra 

Gru up El Sireidtricuurros (per OUC),  b 2 e 4 nr a 

Crawler. (per 130000: 517 3 259 8 nra 

Gorrorrnea (per 130.000) 144 8 36 8 nia 
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SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

Inpatient Projections 
2014 2019 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 237 240 1.30% 250 5.50% 

Cardiology 1,851 1,601 -13.50% 1,382 -25.40% 

Cardiology Intervention 594 552 -7.10% 519 -12.70% 

Endocrinology 508 402 -21.00% 362 -28.80% 

ENT Surgery 34 33 

1,606 

-1.80% 

-5.10% 

33 

1,592 

-2.10% 

-5.90% Gastroenterology 1,693 

General Medicine 1,716 1,738 1.30% 1,645 -4.10% 

General Surgery 1,204 1,161 -3.60% 1,141 -5.20% 

Gynecology 156 145 -7.00% 139 -10.60% 

Hematology 220 217 -1.50% 223 1.20% 

Neonatology 676 629 -7.00% 592 -12.50% 

Nephrology 920 855 -7.00% 762 -17.20% 

Neurology 986 979 -0.70% 1,010 2.50% 

Neurosurgery 428 416 -2.90% 414 -3.20% 

Normal Newborns 969 1,005 3.70% 1,000 3.20% 

OR Deliveries Sections 567 490 -13.50% 456 -19.60% 

OR Deliveries Vaginal 991 1,053 6.30% 1,055 6.50% 

08 Other 130 125 -4.00% 122 -6.10% 

Oncology Medicine 251 241 -4.00% 218 -13.20% 

Oncology Surgery 109 111 1.50% 108 -1.00% 

Ophthalmic Medicine 12 11 -12.20% 10 

1 

-18.30% 

-6.70% Ophthalmic Surgery 1 1 -9.40% 

Oral Surgery 18 17 -7.60% 17 -6.90% 

Orthopedic Medicine 227 227 0.00% 231 1.80% 

Orthopedic Surgery 1,487 1,576 6.00% 1,610 8.20% 

Otolaryngology 88 77 -12.90% 74 -15.80% 

Plastic Surgery 37 34 

1,580 

-8.20% 

9.70% 

31 

1,502 

-16.10% 

4.30% Psychiatry 1,440 

Pulmonary 2,500 2,159 -13.60% 2,046 -18.20% 

Rehabilitation 433 338 -22.00% 351 -18.90% 

Rheumatology 73 

172 

71 

178 

145 

-3.30% 

3.30% 

-5.50% 

70 

173 

141 

-3.50% 

0.50% 

-7.50% 
Substance Abuse 

Thoracic Surgery 153 

Trauma Medical 71 68 

4 

-4.30% 

2.30% 

69 

4 

-2.70% 

4.50% Unspecified 4 

Urology Medicine 66 58 -12.70% 53 -19,70% 

Urology Surgery 148 140 -5.10% 130 -12.00% 

Vascular Surgery 246 245 -0.60% 246 0.00% 

Womens Other 13 12 

20,537 

-4.90% 

-4.20% 

11 

19,794 

-12.20% 

-7.60% Grand Total 21,429 

Page - 35 - 

SBH-KINGSPORT 002063 SBH-KINGSPORT 002063



Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 93,692 94 233 0.60% 90,513 -3.40% 

Home 211,861 245,806 16.00% 267,901 26.50% 

Hosp OP/ASC 255,993 275,109 7.50% 281,172 9.80% 

Office/Clinic 1,497,314 1,605,147 7.20% 1,556,518 4.00% 

Other 72,130 78,500 8.80% 78,786 9.20% 

SEIF 4,604 4,958 7.70% 5,181 12.50% 

Urgent/Retail 4,389 4,798 9.30% 4,586 4.50% 

Virtual 31,971 128,757 

Grand Total 2,139,982 2,340,523 9.40% 2,413,414 12.80% 
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SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

InterView Highlights: 

INTERVIEWEES' 

• 10 individuals 

KEY FINDINGS:  

• Average rating of health status is 3.6 with a range in responses of 1.5 to 8. 
• Top health issues are: 

o Obesity 
o Cancer 
o Diabetes 
o Cardiovascular Disease 
o Substance Abuse/NAS 

• Additional health issues are: 
c Smoking and Tobacco Use 
o Oral Health 
o Physical Inactivity 
o Behavioral Health 
o Education 
o Food Insecurity 
c Lack of Free Medical Center 

• Ideas to improve these conditions include: 
o Mobile dental clinic linked fa dental providers 
o Collaboration across various health systems/programs to provide united 

approach/solutions 
o Engage business leaders 
• Consolidate efforts among stakeholders to maximize scarce resources 
• More city and corporate support 
c Community forum/Health Summit similar to 1999 Economic Summit 
o Education through public media campaign 
o Target kids 
o Invest more resources and leadership time and commitment to Healthy Kingsport 
o Collaborative impact Model 

Sources: 

• Medstal 
• County Health Rankings 
• TN Advisory Commission 

on Intergovernmental 
Relations 

• TN Dept of Health 
• BRFSS 
• TennCare 
• Kidscount 
• TN Dept of Safety and 

Homeland Security 
• EPA 
• CDC Wonder 
• TN Dept of Environment & 

Conservation 
• Childhood Lead Poisoning 

Prevention Program  

Local Resources: 

Coordinated School Health 
East Tennessee Stale University, School of Public Health 
Friends in Need 
Health Resources Center 
Healthy Kingsport 
Parish Nurse Program 
PEAK (young professional organization) 
Providence Medical Clinic 
School System 
Sullivan County Health Council 
Sullivan County Health Deportment 
United Way of Greater Kingsport, Health Safety & Stability Vision Council 
YMCA 
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HAWKINS COUNTY, TN 2015 COUNTY SNAPSHOT 

Demographic Highlights: 

• Large elderly population 
compared to TN and US 

Service Area Map: 

• Declining rate of females 
of child-bearing age 
expected 

....... 

• Low average household 
income level (14.5% of 
households make less than ,ea.----..,, 
$15,000) ,A.32t

.11  

• Lower level of educational 
attainment compared to 
state and country (10.2% 
with no high school 
education compared to 
5.9% nationally) 

• •,, 
....".... 

,--• 

• Low level of diversity Age Distribution and Population Projections: 
compared to state and 
national -  

Population by Age Group 

• 8 Xk• 

'6'.. 

'0 DOC 
8 DOC 
6000 

2 DOC 

00-' , . d..,., ,:-6,  6.5-L . 
• 20' 5 ' ' 36' '6 768 '6 '58 •C,  5-3 

.,-,:,7:',  • 0 7°' .6 S80 4 CO^ • ..4 • ; 7oe 
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Key Statistics: 

2015 Total Population 54,866 6,735,022 321,369,000 

% Change 2015-2020 1.2% 5.5% 4.1% 

% of Population 65+ (2015) 19.3% 15.6% 14.9% 

% Minority (2015) 4.7% 26.1% 38.3% 

Total Male Population 27,010 27.310 1.1% 

Total Female Population 27,856 28,207 1.3% 

Females, Child Bearing Age (15-44) 9,433 9,335 -1.0% 

HAWKINS COUNTY, TN 2015 COUNTY SNAPSHOT 

   

Local Health Highlights: 
STRENGTHS:  

• Binge Drinking 

• Unemployment Rate 
• Health Insurance 
■ Vaccinations 
• STDs 
■ Violent Crime 

WEAKNESSES:  

• High School Graduation 
Rates 

• Smoking During Pregnancy 
• Deaths due to 

cardiovascular, cancer, 
diabetes, injuries, and 
suicide 

• No Biennial Mammogram 

 

Key Indicators of Health Status: 
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Leading Causes of Death: 
h ,;es • - 11 ea,  

[Cause of Death Rate Bawl 

iu,Pneumonsa 3 4 1 
3 1 1 

•ell Orhet Causes 6 57 

.ces ' - 2'.ears 

KaartefDet,113 Mt, R.ok 
Aced.', 75 7 1 

G1uC•Ce 11 6 2 
'-.11 Other Ca _ 19 

•-..7es 22 • 8- 
l';ause of Death Ran Rank 

sneer 110 4 1 

2,sease • :1 8 2 

Accsaents 69 2 3 
Aolrats 7C 7 1 

Diabetes Meatus 16 8 5 

Respiatori 1 5 8 

ltversCorrhoses 14 8 

Ceiebrusaseu,ar 1 2 8 
dal litipatess 8 9 9 

."epi,rens,a 69 '0 
.11 Other Ceuseis 115 7 

boos 65.  
'Cause of Death Bale Haat 
Heart diseases 1244 3 1 

Cant?, 1 ,50 - 2 

Respiratory 346 6 3 

Career°. ascular 246 1 

Atrheerser's 242 6 
Csatedes Mellnus 112 1 

Neches, 104 
Flu Pneumonia 93 6 

Academes 79 7 
Pneu.,ond.s. 621 10 

•,•" 'user Causes 1026 

County: Hawkins, TN 
2010 Des re8 

Health Outcomes 

1.1 onaoty p..t ars ct potelia iie 00000007: e 790 9.725 9417 

tate 8 ,m, Weignt (3-sp as,g %) 90% 133% 840% 

Gsmetal Health Slats:, 1%1Jiiut t4 he AMC 1? 0% 2260% 23% 

vemLew 5 ath wetpi (V. 16% 10% 120% 

infant sit ....31dy 0-y 3,,g rate pe,  103C: 9' 81 73 

m °nasty P ate (3.y avg rate re 110.1001 9530 10929 936 9 

C admvas:Um Deans (pet 97077 :265 2648 2677 

C alt 01 Degtns (3 y asej tate pm ICO.0001 2144 2679 1944 

0 obetes M elMut C earls (pet '00 00C; 287 436 36 

( erebie ,.,s• : ular C eatns (pet 02032: 47 0 403 326 

Sud tcle Oeatns (gel 0C 0201 150 134 R2 

m ortawrate to r ages 1- st sr' 668 300 172 

M °dads,  rate for ages r • .21vis 701 940 137 5 

Mortality rates tot ages (6. 4070 1 46028 5,08190 

Lung C a,ce• Deaths (3.,t ay. g ,ate per 0:,%07:0) 688 923 62 

Fersale B•eas, C art es ceatru (3-,1 asp-ale per 132080) 141 146 352 

I. revaert e -.. A -I rm a os.) ..3. ts 3% 12" 

Prevaeme : ' : atteteS :%) 110% D 0% 140% 

!Health Deter minants 

Health Cate Resout ces 

No Heat,. Instrant e I5.( 210% 150% 1640% 

m eor a,ev'ennc are En. , lees ,';'• 67% 207% 2210% 

M eac a- Doctors Pe' C apt 3 (pet 103002 246 1 299 '314 

t :ITEMS P P• 1 apea (pe• luu) 41 1 52, 123 225 

P erten' *mod Pne.4noc .-.:ca v .xt in attom (%." 74 2% 667% 7230% 

P ercent *most stiuenza s'ac c naoc t 5 :10. 594% 493% 5930% 

No Otabets Eye EratnS 1%; 74 3% 72 3% 5240% 

NC C.etsc I- DA Y 1052119 1%) 160% 140% 1340% 

No D.emva mar-mogorry(%r ?23% 253% 23309. 

Inadeause or %o Prenatal[ are (9; 407% 424% 550% 

14 onm r renatat : are E ega, 32 32 29 

Frit ,rmeste,  F renata C set%) 593% 576% 63 10% 

C nese:10,8r ;won Mod caw:MI-CRT L. mear , so 41i ti% 511" 4138(n. 

Hospital started pens r:101 tncr. 36 139 n8 

i teensedts arsine Nem (per *,, i tilt 5i1 440 369 397 

*ors nmayCareldDs 7 703 s 24 

. 31F ,,,, -nwnr Speoaksts 664 t I 

move* Nut barge Pate (per u(0) • 1..1 (263 165 120 

Health Behaviors (continued) 
e. gar,fie ,,,,r11,  king re. • 230% 260% 2890% 

5100041g 06:mg p,eg,,,,, , I., 163% 305% 300% 

P rysic al ire: we?  ow 300% 330% 3840% 

Overwe VW_ :0 e s it, (lc 8 M I i 9,1 , 678% 678% 6790% 

OwsityissEm 30r 320% 340% 3200% 

Lora yr and vegetable Cons•inft :- oi ! a (my:* 76 7% 730% 7660% 

ti•veDu,,,,,u.i• 00% 00% 790% 

%ot C Ill cke^ (04, ltalspropealF estra ned r a( '491 14 5% 5 8% 090% 

leer 13 an Pate ;per 1,000) 3'3 346 54 

SemaA 713- sm 4ted 0, 'eat es 13 a wig an 003C: 446 11t 144 

mit" nine .00111: 0303 C .7I) 2000 781 

Moto ye,. _ tzar LC.,5 :Dm 1144:0) et 29 29 

wet arrese tsi tither E,  In ,,a,  Cis, 441% 407% 3990% ,. 

Injury rel atec111 oft al,'  3-y avg tate re.  00 003 t 537 972 901 

s oung Cuteet Gras,  F ale E :4 1169 794 786 

E13erly0rte (last, Pate 60- .313 235 13 

Hrmlr.1P (96111111111; 6 34 17 

A tt at t.,or,1 al watts per 130,200 Lopu At. , 52 853 811 7 

,'"e'42.' 31.14`cP Se r Air itorol•Po sled( '301100 (per Dc 000 
bon Ja,p r,) 69 68 1098 
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Cancer Incidence: 

Cm./ N.M. I.. 
ONr 110l00 Itolalos/ 

Nionas•sy New 
fp,. 100000 MAP/ 

71  . 

Birth Rate Trend: 

................ 

• 

HAWKINS COUNTY, TN 2015 COUNTY SNAPSHOT 

Key Indicators of Health Status: 

Socioecomonic Factors 

High St ho 31 GtaalgItt3r P ate (%) 060% 910% 8120% 

Level or E duc anon (%) 832% 790% 7650% 

unemployment (%( 88% 94% 760% 

Chicken (ege 0 to l'i•( in powil irlip ,%) 265% 285% 2390% 

[won e R ate (pc,. 50.17001 43 49 49 

Fin 8 SI amp Rec 'gents i%o I noi/oduais ) 21 Pi 224% 2050% 

P overtyR ate (% 07 all ageS) 5 4% 179% 2030% 

1 empo rary As s istanc e ro r Nee/0 am mes 26% 15% 190% 

H.gh Sc. ho 91 Oro poit R.ite 69% 24% 630% ••• 

AverageA (-mai wage $ 36,576 $ 33.613 $26.023 

Ploys kal fnvIr onment 

A..r Qu3lityC ancet P.:1 pe 1000,30E) 46 35 219 

A ,r QuairtyH azar0 Index (0er 1000 COO) 14 89 2 

Air Guality• Fire P articulate M all e,  414613v avg tyl gi*rn 31' 132 128 175 

Ozone Level (poor 0 062 0 063 0 082 

N trate Levels on ennKong water (n) yo..) U 7 01% 2 

Pre-1350 Housing (%) 118% 137% 1440% 

Lead P oos one° Choi:Pen (%) 01% rva 0 30% 

C 1 la A ane XII rleglec t ra:e per '.0001 55 65 3 7 

Communicable Diseases 

N epat els A (pe-  1230001 0 3 00 Na 

C am pylon. ter inrectc %pet DC 030) 12 69 Na 

Salmonella. Non Typho co (per 00000) 17 6 125 Na 

81119Mb:ism ( pet 100.000) 3 3 18 rVa 

AIDS (per 130600) 293 44 Na 

P nm ary am Seco rtlaNSyphi,IS (per 00.000) 43 00 Na 

P enc Min-Sensitive Streptococc.prteumPlae (per 100)00) 00 00 Na 

Oro iv B Streptococcus (pa 100000, 62 72 ilia 

("many,. 0....i tinflor.) 517 3 297 7 rva 

GoPormea (per 100.00' kld 8 35 nfa 

Page - 4 1 - 

SBH-KINGSPORT 002069 SBH-KINGSPORT 002069



HAWKINS COUNTY, TN 2015 COUNTY SNAPSHOT 

Inpatient Projections 

2014 2019 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 63 65 2.80% 68 7.70% 

Cardiology 561 494 -12.00% 436 -22.30% 

Cardiology Intervention 213 199 -6.80% 185 -13.20% 

Endocrinology 182 144 -21.00% 129 -29.30% 

ENT Surgery 15 15 -2.50% 14 -4.70% 

Gastroenterology 526 500 -5.00% 495 -5.90% 

General Medicine 705 718 1.90% 675 -4.20% 

General Surgery 394 389 -1.40% 383 -2.90% 

Gynecology 64 58 -8.90% 55 -14.40% 

Hematology 91 91 0.50% 96 5.50% 

Neonatology 213 195 -8.40% 181 -14.90% 

Nephrology 272 257 -5.60% 235 -13.60% 

Neurology 342 344 0.60% 358 4.80% 

Neurosurgery 149 144 -3.30% 142 -4.90% 

Normal Newborns 310 319 3.00% 315 1.80% 

OR Deliveries Sections 166 142 -14.40% 131 -21.20% 

OB Deliveries Vaginal 321 338 5.30% 336 4.70% 

OB Other 28 

107 

27 

104 

-4.60% 

-3.00% 

26 

95 

-7.40% 

-11.20% Oncology Medicine 

Oncology Surgery 48 49 2.20% 49 1.80% 

Ophthalmic Medicine 3 

3 

3 
3 

-14.80% 

-6.80% 

2 

3 

-23.60% 

-4.60% Ophthalmic Surgery 

Oral Surgery 7 6 -9.00% 6 -8.30% 

Orthopedic Medicine 84 85 1.00% 86 2.70% 

Orthopedic Surgery 416 444 6.80% 458 10.20% 

Otolaryngology 28 25 -12.20% 23 -16.70% 

Plastic Surgery 17 

410 

16 

447 

-5.70% 

9.10% 

14 

422 

-14.90% 

2.90% Psychiatry 

Pulmonary 921 802 -12.90% 764 -17.10% 

Rehabilitation 162 127 -21,40% 133 -17.70% 

Rheumatology 24 23 

37 

-4.70% 

1.20% 

23 

36 

-6.00% 

-3.10% Substance Abuse 37 

Thoracic Surgery 56 54 -3.60% 53 -5.70% 

Trauma Medical 22 21 -5.30% 21 -650% 

Unspecified 4 4 

14 

1.60% 
-14.40% 

4 

13 

3.20% 

-21.80% Urology Medicine 16 

Urology Surgery 33 30 -9.30% 27 -18.50% 

Vascular Surgery 84 82 -2.90% 81 -4.10% 

Womens Other 3 3 

6,817 

-7.80% 

-4.00% 

2 

6,574 

-19.50% 

-7.40% Grand Total 7,100 
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Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 30,771 30,709 -0.20% 29,250 -4.90% 

Home 104,888 124,740 18.90% 138,276 31.80% 

Hosp OP/ASC 81,291 87,807 8.00% 90,003 10.70% 

Office/Clinic 479,332 511,407 6.70% 491,681 2.60% 

Other 34,003 37,352 9.80% 37,055 9.00% 

SNF 1,022 1,123 9.80% 1,189 16.30% 

Urgent/Retail 490 522 6.60% 510 4.10% 

Virtual 10,859 44,215 

Grand Total 731,798 804,518 9.90% 832,179 13.70% 
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Demographic Highlights: 

• Large elderly population 
compared to VA and US 

• Declining rate of females 
of child-bearing age 
expected 

• Low average household 
income level (18.2% of 
households make less than 
$15,000) 

• Lower level of educational 
attainment compared to 
state and country (13.8% 
with no high school 
education compared to 
5.9% nationally) 

• Low level of diversity 
compared to state and 
national 

Service Area Map: 

r+41777.1, 

I w.inexoe, 

Age Distribution and Population Projections: 

Population by Age Group 

1/11,11, 

North ovine 

623 

SCOTT COUNTY, VA 2015 COUNTY SNAPSHOT 

Key Statistics: 

2015 Total Population 22,701 8,417,864 321,369,000 

% Change 2015-2020 0.4% 4.7% 4.1% 

% of Population 65+ (2015) 21.6% 14.0% 14.9% 

% Minority (2015) 3.4% 30.8% 38.3% 

Total Male Population 11,389 11,457 0.6% 

Total Female Population 11,312 11,345 0.3% 

Females, Child Bearing Age (15-44) 3,686 3,612 -2.0% 
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Local Health Highlights: 

STRENGTHS:  
• Lowest rate of AIDS/HIV 

cases 

• Low Binge Drinking 

percentage 

• Low STD rate 

• High Rate of High School 

Graduation 

WEAKNESSES:  
• High rates of Medicaid 

enrollees 
• High Teen Birth Rate 

• High rates of death due to 

cardiovascular, cancer, 

cerebrovascular, 

diabetes, suicide, and 

injuries 

• Low percentages of 

prenatal core 

• High percentage of 

smoking 

• High rates of poverty and 
children in poverty 

Leading Causes of 
Death (all ages): 

Cause of Death Rot Rank 
Malignant Neoplasms 341 5 1 
Heart Disease 259 4 2 
Chronic Lower Respiratory 82 1 3 
Unintentional Injury 69 2 4 
Cerebrmascular Disease 64 8 5 
Alzheimer s Disease 51 9 6 
Diabetes Mellitus 47 6 7 
Influenza & Pneumonia 30 3 8 
Suicide 25 9 9 
nephritis & Nephrosrs  21 6 10 

SCOTT COUNTY, VA 2015 COUNTY SNAPSHOT 

Key Indicators of Health Status: 

County: Scott, VA 
VA Scott 2010 Desired 

Health Outcomes 

LOW Birth Weignt (%) 83% 83% 0% 
General 1 I  earth Status (%•airrpoo —leash) 1:10% 34 0% 22% 

veryLow 13 inn Vveigrit (%) 16% 05% 310% 

infant Mortality (per 00000: 83 120 2 

M onality Pate iper 930,000) 735 8 899 9 9578 

C arcllovascUar Deatns (per 133.000) 813 172 6 239 1 

Cancer Deaths (5-A avg rate per 133.000) 174 8 05 0 178 5 

Diabetes Meld. Deaths (age (IUSted P ate per 100030) 200 476 385 

C weer° vast ular Deaths IA ge A dusted Pate per 130000) 40 8 648 41 I 

Suit ioe Deaths (A ge A djustedPaT aer 130000) 129 25 9 228 

M ort sly rate for ages 0 - 4 yrs (per 130.000:,  

m °ruby rae f or ages 5- ms (per 00,000) 

152 9 

135 

265 0 

00 

266 

0 

M ortaiityrateror ages 15. 19 ws irer CUMULI, 44 5 62 3 799 

M onality rates (or ages 65•(per 11D3) 436 48 0 49 I 

Ling C ancer Deaths (Syr avg rate per 100000)• 49 5 76 8 74 6 

Female Breast C ancer Deaths 45-yr arg rate per 10C.0001* 23 5 27 9 254 

Percent or Adult: svitn Astnre 80% 60% 12 40% 

Prevalent e o l Diabetes (Sol adults )• 90% 80% 1290% 

P syc no sins [MSC ha,ges (per 100.0301 332 7 476 44 

Health Determinants 

Health Care Resources 

N u H each ins ur ant e (%) 180% P 0% 23 611% 

M ecIcaiclaenncare Enrolees N) 14 7% 24 1% 26 90% 

m etic al Doctors Per C aptta per 100,003) 255 5 7 756 

No Biennial M ammograrni(%).  280% 28 0% 29 20% 

P SA 1 esting Past rears (%)4  561.1% 56 0% 45 20% 

Pap Test past3Ye,s 84 0% 79 0% 12% 

Sigrn oidoscopjeCom nosco py 72 0% 64 0% 51% 

inadequate or No Prenatal C are ,%) 13 0% 0% 

FuS1 Tilrnester Prenatal i are or, 819% 26 1% 14 70% 

Hospital Stalled Beds (per VW; 22 00 0 

Licensed N irsing a !xis (per 10130 854, 

is of P rim ar/C are v Ds Per C ape a (per 00 0001 

39 

122 3 

80 

25 9 712 

* of Psychiatric Spec olistS 6,827 0 0 

State nt ent al Hearn. F ac tliyb eds (25' 100 etc r 19 7 28 7 23 7 

inpatient narge P ate met *pin - T el 157 2 t36 1488 

C ouo Not See Docto,C ueto C 7;t("4) 100% 14 0% 186 

Health Behaviors (continued) 

C igaette Smot.ing 18 0% 30 0% 3150% 

Pryse a ina( INey ;NI 24 0% 320% 22% 

civerwergr iPsity (% Bmi 25)  62 II% 66 0% 57% 

Obes M 30) 280% 28 0% 30% 

Low F  niit and vegetable C ons,imptIon (% <5 a day) 800% 135 0% 76% 

inge Drinking (%) 18 0% C0% 15% 

Teen El inn Pate Or 1.300) 186 274 244 

Sexuairy Transmitted Diseases trier 00,300) 385 0 410 1619 

vio [ere C rime (per 100 000) 233 0 830 166 

Motor vehic le c: rash Deaths (ay 9000C) 270 26 

1.1rIrrlarrtea M otrer B irth gate (%) 35 0% 450% 3i% 

injury-related Mortally IA ge A dusted P re per 100,000) 334 692 618 

1-i OrnicideS (per 100  .0X) 50 00 33 
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SCOTT COUNTY, VA 2015 COUNTY SNAPSHOT 

Cancer Incidence: 
r• •c• 4a1e: 

CI 

A 

tpi I 

_!•72 
Cm. 

P.m.: 

I I _ 
Ap 6.14 Cam. Met,. Rain 

MO COO Ma.) 

Birth Rate Trend: 

C/6.0* Rm. 
I ri.rt G401 

rw11.MY 
,por 1.00CM 

Key Indicators of Health Status: 

Socioecorn onic Facto's 

H•gh Serf ol Gro ,an Dr - 3,  el' 880% 940% 9230% 

Le,e,  of Eau( ato 880% 730% 75% 

Unemployment ',14 6 2% 8 I% 9 50% 

Chlaren (age Oto 17)r oovo-tras (5, 155`10 282% 24 10% 

F000 Stamp Eng OeP eifoenrs (%or ininncluas 116% B 1680% 

PovertyPate (%ct a I aws) C 0% 210% 1920% 

Temporary As s‘stance rorn eerlyf am les 08% 17% 170% 

H•gh Sc olD /000 Pate 14% 06% 070% 

Physical Environment 

PT-195oFicusing t%) 0 2% 210% 2660% 

Lean Poisoned C rtIcren (X) 0 2% 05% 060%. 

C rl lo Abuse ancIN eglect (rate per %MC) 33 58 123 

Da ly Fme Porncoate M 3tter 125 13 123 

Communicable Diseases 

H epatitis A (per ro.coo, 0 6 4 3 0 

130 pyocacter irre:t e 1 (per Doo:Ju) 94 303 176 

Salm o no e s's (mr 100 000) 141 D0 176 

SIngellosislper 00.000) II 00 0 

AC/S/Hryc ases (oer DO 000) 305 3 432 0 

E arty Stage Swh.bs (per 1000001 73 00 0 

I 'nem trios* , per 120000, 29 43 0 

ClafAela (per 100,000) 4325 1211 1492 

Gonorrhea Ipet 130,330) 851 43 88 

A • 
A • 
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SCOTT COUNTY, VA 2015 COUNTY SNAPSHOT 

Inpatient Projections 
2014 2019 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 35 36 2.00% 37 6.70% 

Cardiology 313 269 -14.10% 230 -26.50% 

Cardiology Intervention 106 98 -8.00% 91 -14.20% 

Endocrinology 86 69 -19.60% 64 -26.00% 

ENT Surgery 3 3 0.60% 

-4.70% 

3 

257 

5.30% 

-5.30% Gastroenterology 271 258 

General Medicine 314 323 2.80% 304 -3.10% 

General Surgery 177 173 -2.50% 168 -5.10% 

Gynecology 31 28 -8.80% 27 -13.50% 

Hematology 44 44 0.10% 46 4.70% 

Neonatology 73 67 -7.90% 63 -14.30% 

Nephrology 129 119 -7.60% 106 -17.50% 

Neurology 151 153 1.50% 162 7.30% 

Neurosurgery 55 53 -3.50% 53 -4.50% 

Normal Newborns 122 125 2.60% 123 0.90% 

OB Deliveries Sections 74 63 -14.40% 58 -21.10% 

OB Deliveries Vaginal 126 133 5.40% 132 4.50% 

08 Other 22 21 -4.90% 20 -8.40% 

Oncology Medicine 51 49 -4.00% 44 -12.80% 

Oncology Surgery 20 20 -1.80% 19 -5.80% 

Ophthalmic Medicine 4 

1 

4 

1 

3 

-8.60% 

-11.70% 

-9.60% 

4 

1 

3 

-11.40% 

-11.40% 

-8.50% 
Ophthalmic Surgery 

Oral Surgery 3 

Orthopedic Medicine 42 43 1.60% 44 4.40% 

Orthopedic Surgery 174 183 5.10% 187 7.40% 

Otolaryngology 9 8 

7 

-14.30% 

-9.30% 

7 

6 

-19.10% 

-22.10% Plastic Surgery 8 

Psychiatry 177 194 9.50% 184 3.70% 

Pulmonary 451 393 -12.90% 371 -17.70% 

Rehabilitation 82 64 -22.20% 66 -19.10% 

Rheumatology 16 16 -3.00% 16 -2.40% 

Substance Abuse 18 18 1.60% 18 0.20% 

Thoracic Surgery 29 27 -7.90% 26 -11.60% 

Trauma Medical 7 7 0.00% 7 3.20% 

Unspecified 2 

8 

2 

7 

14.10% 

-11.20% 

3 

6 

28.20% 

-19.80% Urology Medicine 

Urology Surgery 13 12 -5.90% 11 -13.10% 

Vascular Surgery 29 28 -5.20% 27 -8.20% 

Womens Other 3 3 

3,121 

-7.90% 

-4.80% 

2 

2,996 

-17.60% 

-8.60% Grand Total 3,279 
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Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 13,446 13,581 1.00% 13,103 -2.50% 

Home 26,269 30,400 15.70% 33,094 26.00% 

Hosp OP/ASC 31,502 33,773 7.20% 34,494 9.50% 

Office/Clinic 190,828 203,487 6.60% 197,184 3.30% 

Other 17,896 19,750 10.40% 19,841 10.90% 

SNF 617 657 6.40% 681 10.40% 

Urgent/Retail 160 167 5.00% 164 2.60% 

Virtual 4,872 17,840 

Grand Total 280,717 306,688 9.30% 316,400 12.70% 
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Population by Age Group 

2Z 30C 
• 2 

_2x 
' XC 
8 .0 
6 X0 
4  XC 
2 XC 

' 2 524 

Demographic Highlights: 

• Large elderly population 
compared to VA and US 

• Declining rate of females 
of child-bearing age 
expected 

• Low average household 
income level (21.4% of 
households make less than 
$15,000) 

• Lower level of educational 
attainment compared to 
state and country (12.9% 
with no high school 
education compared to 
5.9% nationally) 

• Low level of diversity 
compared to state and 
national 

Service Area Map: 

Kentucky 

Age Distribution and Population Projections: 

WISE COUNTY, VA & NORTON CITY 2015 COUNTY SNAPSHOT 

Key Statistics: 

2015 Total Population 47,782 8,417,864 321,369,000 

% Change 2015-2020 -0.8% 4.7% 4.1% 

% of Population 65+ (2015) 16.0% 14.0% 14.9% 

% Minority (2015) 8.1% 30.8% 38.3% 

Total Male Population 24,421 24,184 -1.0% 

Total Female Population 23,361 23,195 -0.7% 

Females, Child Bearing Age (15-44) 8,618 8,317 -3.5% 
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Local Health Highlights 
(Wise County): 

Key Indicators of Health Status (Wise County): 

County: Wise, VA 

Health Outcomes 
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-er% eat,' Stud` 201%4 411redly 

Mn Jae 4/11144ight 09 

rtant M urn tYlPed ICC 077 

514135, Pate ter 00 031 

20109410010093110 [red 100373) 

_seer C carol (5 ar arg rate Oed CC .053 

C Beedled C 01t9. 0 pap, 67 0p A677071 F 37e  ter  .2-71 

ere12%.30.1%15100306 A Be Acute° Pate 4e7 1:CLCD" 

3211.115 reams 1441E1A 4144111P614 FAT 0)1001 

▪ 043Ty cite roe ages do vn(pdr ry01051 

PI odd 19  rate. re r dgeS lir per Mit 

Orta rd  rate for aged E /rata?,  It 139 

Pr ana tyratee ror ages 959 re  46501 

67919 ranter DeUde ted 9,06071e per 6133336 

Perna:aBreast C and 510 ealea (1003551 rate roe Co 0036 

Percept o1 A0597 weft eaPir 

Freva erte of Dobete7 %el ace p 

54511365 blaCda Teo (per 1C050, 

Health Determinants 

Health  Care Resources  

es dleathIndurarre CPO 

M eh a cflenre are Ent teed 

ed,a 19ds 

775 Bienrel M anion wad,'" rd0 

GSA Teed rg0 as: ,eard 

P asc 3 1 earn 

sicirmar 0 VYC0 nomt neAr 

11,1142,40te art) Frt-41412a14101 

6 rat  1 =eater 7 rendre/ Lair ( 04 

di stYted Beds Ter 'loot 

▪ 01011110112110212 e5,  rre r 31651 

tfPIT aryl' are rA C Pert api if 1330311 

Slate Merta eelo rat Cr1  ed per 193e90 

rid( ert ladPadge Pale der leocl le ra 

20u:4Nol See DeCterbJelf 2111154 

Health Behaviors 

8% 

20% 

233% 

005 

2021 

2194 

43• 

252 

797 

5. 

014 

746 

254 

0411% 

o 96% 

1514 

2330% 

099 

2925% 

4520% 

0% 

594 

13% 

0070% 

993 

551 

STRENGTHS:  

• Binge Drinking 

• SIN 

• Injury-related mortality 

• High school graduation 

rate 

• Violent crime 

WEAKNESSES:  
• High percent of Medicaid 

eligible and Temporary 

Assistance for Needy 

Families 

• Smoking 

• Pre-1950s Housing 
• Prenatal Care 

• Low fruit and vegetable 

consumption 

• High rates of death due to 

cardiovascular, cancer, 

diabetes, cerebrovasculad 

and suicide 

• Teen birth rate 

• Poverty and children in 

poverty rates 
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Leading Causes of Death 
(Wise County): 

WISE COUNTY, VA & NORTON CITY 2015 COUNTY SNAPSHOT 

Page - 50 - 

SBH-KINGSPORT 002078 SBH-KINGSPORT 002078



Cancer Incidence (Wise 
County): 

nif.•emord Camot Merieft 14••• 
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WISE COUNTY, VA & NORTON CITY 2015 COUNTY SNAPSHOT 

Key Indicators of Health Status (Wise County): 

Socioecomonic Factors 

H ighScho o I Graduation Rate(%) 880% 860% 8490% 

Level of EcLic alien(%) 880% 740% 71% 

Unemployment (%) 62% 67% 7% 

Children (age 0 to 17)in poverty ratio (%) 155% 293% 27 10% 

Food Stamp Eligible Recipients (% of inamcluals) 116% 22 3% 21% 

P oyertyR ate (% of all ages) Q 0% 260% 1930% 

Tempo rary A s sist ante for N eedy Families 08% 16% 210% 

H igh Sr no n I Dropout Pate 14% 18% 190% 

Physical Envii onment 

Pre. 950 Housing (%) 0 2% 134% 2160% 

Lead Poisoned Chiidren (%) 02% 00% 050% 

Child Abuse ard N eglett (rae per 1.000) 33 155 06 

()Wynne F. ark ulate M alter 125 127 123 

Ccinimunicabk Diseases 
H epatins A (per 130,000) 0.6 44 

C am pygobac ter Infection (per 00,000) 9 4 13 2 11 

Salmonellosis per 100 ,000) 14 I TI 5 176 

Sngellosis (per 100.000) 11 00 

A IDS/HIV c ases (per 100,000) 305 3 986 10% 

EanyStage Syphilis (per 1300001 73 00 

Tuberculosis (per 1000001 29 22 

Caverns:re (per 130,000) 432 5 335 4 

Gononnea (per 100.000) 851 19 7 

Birth Rate Trend (Wise 
County): 
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Key Indicators of Health Status (Norton City) 

County: Norton, VA 
VA Norton 2010 0esked 

Health Outcomes 

Low 8 am We gm (sSi 83% -31% 10% 

Genera Fiesan Seta ar p03r teat 140% 110% 0% 

10% 21TIF 650% 

ErlarP 14  °Nei-D(4er D5 031D 33 7 1 

criallyloate (per 00 re3 735 8 8844 8542 

CaTi ovescN8r Deists ste 130,000, 

amer near hs (5:,T 002 rate per 111- 2011 

1613 

FA El 

3700 

1E137 

E34 

7158 

Diabetes tarititas DeatIE pgeA Nuelea Pate per  Ell  SOD 330 247 :25 

CErebro .3sCular Dealt% :A 08 Alias tea Pate per EN 0001 408 247 

Suo Tie D earlis (A ge A punted Pate pia sot M21 e9 493 

9i enstyratelora)eS 0-4 Na IP& Tin 0001 023 4115 5261 

Monaiityrateforeaes 5-14 sis per 007001 135 00 0 

rannairry rat efar ajes 5 is Da (pei 031001 Al On 0 

Me tsiity eater  ret ages 65.(per 11301 430 470 444 

Lang ranter Deans DDT ovare per 00000r 435 746 746 

Female 8 rest Career DeAtis (53P 1-$0 relePer 00-Pr 234 279 254 

Percent of Aseluas FietTA sthm 80% 60% n 40% 

Pr-eve-erre or Diabetes DSO! nap y 90% 70% 93% 

P %oho as Dar Pages (per 1131000) 3'8827 3317 1262 • 

Health Determinants 

Health Care Resources 

No hi eat-,  Issaranr e E0% EC% 7036 

On Eq.:in-repro erePrimlees (%) u7% 35 Da 30% 

IV ed. a' Cotters 2555 559 539 

No BIN-a-11M err son grapny Dor 200% 330% 3920% 

P&P Teinen3P 1st 2 PparS i1i1' 560% 570% 4520% 

P;, 7E3 P as13 Pears 1%)' 840% 770% 12% 

SigT 0 002 rePir$0 031310 0  PI M.*  720% 630% stg 

Inalgs£eor No PrprilaiC preiSa 05% 90% 32% 

F rot Tivriesias Preppie Care i%i 019% 6233. 8290% 

He 503 StaffedBeds (per Wtili 2 2 311 .T.1 

Lcarsed Nursing Beds . per 'CT 504' 30 E9 73 7 

T of FNn erg: are M D5 18 C apla i per 110.0212, 727 4787 it 1 

8etesSpeDe'srs 

13141e nl areal H eS11113a. Ell Bee F per 0181011 07 287 237 

lopat ens0405311e Pe@ pe$1030) Polo' 957 22 090 74 6 

is 0. FTNo1SeeP DP tar Gaels, 3510% CO% OD% 12% 

Health Behaviors 

-sane teen el( ing 1% EP% 26 0% 3150% - 

WI( iractaity.Fa( 14 1% _51r 2. , 

DetirisTiSt- tai Septa i%E. 620% 610% 58% 

pporsirptipta 301 287% 200% 27% 

Lox F and 9 eletaPle C censor H.  so % as 031.1 00% 951/1$ 76% 

Brge Dr,r. m (%) 139% 13 CPs EN. 

TeenDualPate Iper 10301 946 52 945 
Nexus' pa ransis 0ted Diseases ,per  1[0(001 1050 2780 259 

9 siert! C Pnle (Per E0000) 230 200 325 

cror•eni le c roan Dears (per I010311 110 810 

Dinarnee M el-Per EitariP De (OFF 250% 500% 46% 

tni.rnelaied M tAge Auju•ted Pee per 00,001 334 247 368 , 

Horric les row 93003 50 00 33 

Local Health Highlights 
(Norton City): 

STRENGTHS:  
• Very low birth weight rate 

• Binge drinking 

• STDs 

• Violent crime 

• Lead poisoned children 

WEAKNESSES:  

• Reported general health 

status 

• Very high rote of 

Medicaid enrollees 

• High rates of death due to 

cardiovascular. cancer, 

diabetes, 

cerebrovascular, suicide, 

and injuries 

• Prenatal care 

• Smoking 

• Increased rates of 

physical inactivity, 

overweight, and obesity 

• Poverty and children in 

poverty 

Child abuse and neglect 

Leading Causes of 
Death (Norton City): 

WISE COUNTY, VA & NORTON CITY 2015 COUNTY SNAPSHOT 
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WISE COUNTY, VA & NORTON CITY 2015 COUNTY SNAPS11OT 

Cancer Incidence 
(Norton City): 

..21-Acsusted inesSisice Rs. 
se. '00 0001 

Ap..AG,Vea Vor.ry 
•M 'en, 

• 

Ags-AslostoS CiallW Wm. Ram 
IW1100.000 Mssrsl 

M . 

kE 

Birth Rate Trend (Norton 
City): 

Soon Br. suss 
• WC 

' • • • ....... 

Key Indicators of Health Status (Norton City): 

Socioecomonic Factors 

agn Sc nom Graduation Pate (%) 880% 980% 83 13% 

Level of Edutabon (%) 880% 810% 68% 

Unemployment (%) 62% 63% 660% 

C hildren (age 0 to 17)in poverty ratio (%) 155% 312% 3140% 

Food Stamp Eligible Recipients (% Ot inC1.40.1als) 116% 274% 28.60% 

P overtyRate (%oto!! ages) 120% 180% 2090% 

Temporary,. ssistance tor N eedy Families 08% 26% 380% 

HighSc ho oi Dropout P ate 14% 18% 240% 

Physical Environment 

P re- 050 Noosing(%) 02% 204% 2660% 

Lead Poiso red Chiloren (%) 02% 00% 000% 

C NM Abuse ancl N eglect (rae pei 10001 33 37 67 

DailyF me P artic elate M atter V 5 Q 8 118 

Communicable Diseases 

Hepatitis A (per 00,000) 0 6 4 4 0 

Cam py1obacter Inf ection (per 100 0001 9 4 13 2 11 

Salmonellosis (per 130.000) N 1 175 17 6 

Shigellosis (per 130,000) 11 00 0 

4,10SMIV c as es (per 100.003) 305 3 987 0 

Early Stage Syanias (per 00,000) 7 3 0 0 0 

Tuberculosis (per 00,000) 2 9 2 2 0 
k;rifesiosinti (per 00,000) 432 5 3354 242 3 

Gonorrhea (per 00,000) 85 1 13 7 11 

Page - 53 - 

SBH-KINGSPORT 002081 SBH-KINGSPORT 002081



WISE COUNTY, VA & NORTON CITY 2015 COUNTY SNAPSHOT 

Inpatient Projections 

2014 2013 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 53 53 0.20% 55 3.30% 

Cardiology 927 799 -13.80% 701 -24.30% 

Cardiology Intervention 224 207 -7.50% 195 -12.80% 

Endocrinology 241 193 -19.70% 177 -26.70% 

ENT Surgery 17 15 -9.80% 14 -15.30% 

Gastroenterology 736 688 -6.60% 673 -8.50% 

General Medicine 869 876 0.80% 820 -5.60% 

General Surgery 465 441 -5.10% 426 -8.30% 

Gynecology 

Hematology 

81 

91 

73 

90 

-10.00% 

-1,60% 

67 

92 

-16.80% 

1.10% 

Neonatology 148 135 -8.50% 125 -15.40% 

Nephrology 383 354 -7.50% 314 -18.10% 

Neurology 332 328 -1.30% 335 0.80% 

Neurosurgery 99 94 -5.40% 91 -8.40% 

Normal Newborns 336 344 2.50% 338 0.60% 

OB Deliveries Sections 186 158 -15.00% 145 -22.20% 

OB Deliveries Vaginal 311 326 4.80% 323 3.70% 

OB Other 101 96 -4.70% 93 -7.60% 

Oncology Medicine 99 94 -4.80% 85 -14.60% 

Oncology Surgery 26 26 0.80% 25 -2.20% 

Ophthalmic Medicine 10 9 -12.60% 8 -18.00% 

Oral Surgery 7 6 -9.00% 6 -13.90% 

Orthopedic Medicine 82 83 0.80% 84 2.30% 

Orthopedic Surgery 366 381 4.10% 384 5.00% 

Otolaryngology 35 29 -16.20% 27 -22.50% 

Plastic Surgery 27 25 -6.20% 23 -14.80% 

Psychiatry 325 353 8.50% 329 1.10% 

Pulmonary 1,197 1,035 -13.50% 964 -19.50% 

Rehabilitation 181 145 -20.00% 154 -14.90% 

Rheumatology 35 34 -3.50% 35 -1.20% 

Substance Abuse 37 38 3.00% 38 2.10% 

Thoracic Surgery 49 45 -7.80% 44 -11.10% 

Trauma Medical 32 31 -3.10% 32 -1.60% 

Unspecified 5 5 0.00% 5 0.00% 

Urology Medicine 27 22 -16.70% 20 -26.70% 

Urology Surgery 50 45 -9.60% 41 -17.20% 

Vascular Surgery 86 83 -3.50% 82 -5.10% 

Womens Other 1 1 -1.00% 1 -10.10% 

Grand Total 8,277 7,763 -6.20% 7,370 -11.00% 

Page - 54 - 

SBH-KINGSPORT 002082 SBH-KINGSPORT 002082



Outpatient Projecfions 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 29,773 29,910 0.50% 28,603 -3.90% 

Home 54,945 63 828 16.20% 69,750 26.90% 

Hosp OP/ASC 83,295 89,646 7.60% 91,776 10.20% 

Office/Clinic 408,336 431,832 5.80% 409,652 0.30% 

Other 22,723 24,930 9.70% 25,051 10.20% 

SNIF 1,353 1,477 9.20% 1,554 14.90% 

Urgent/Retail 337 350 3.80% 338 0.20% 

Virtual 9,463 38,779 

Grand Total 600,763 651,436 8.40% 665,503 10.80% 
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WISE COUNTY, VA & NORTON CITY 2015 COUNTY SNAPSHOT 

Interview Highlights: 

INTERVIEWEES:  

• Three individuals 

KEY FINDINGS:  

• Average rating of health status is 3, with a range in resoonses of 1 to 4 
• Top health issues are: 

o Diabetes 
o Obesity 
o Drug Abuse 
o Smoking 
o Lack of Specialty Care 
o Mental Health 

• Ideas to improve these conditions include: 
o Additional specialty providers 
o Press releases/fliers to inform public about health programs 
o Give physicians and patients diabetes fact sheets 
o In home monitoring of chronic conditions 
o Dental assistants/hygienists to visit schools 
o Train ER physicians on minor dental procedures 
o Social/community support programs 
(.) Increased hospital and home health referrals to PACE and MEOC programs 

Sources: Local Resources: 

• Medstat 
• County Health 

Rankings 
• Kidscount 
• VA Atlas of 

Community Health 
• VA Dept of Health 
• Kaiser Family 

Foundation 
• VA Dept of 

Behavioral Health 
and 
Developmental 
Services 

• VA Dept of Social 
Services 

• U.S. Census 
• CDC Wonder 

 

• Lenowisco Health District 
• Mountain Empire Older Citizens 
• Free Clinics 
• Quit Line referral 
• Local health departments 
• Diabetes support groups 
• Farmer's Market 
• PACE program (Program of All Inclusive Care for the Elderly) 
• Mountain Laurel Cancer Research Center 
• Pharmacy connect program 
• Children's Advocacy Center 
• Healthy Families program 
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285 0 2% 283 0 2% 0 5% 

147 691 1 1% 974% 97.3% 149.340 

601 0 4% 602 0 4% 

Germanic Lang at Home 

Only English at Home 

Other Indo-European 
Lang at Home 

(0 7)% 

79 0% 

(0 2)% 18% 

SO. MARKET SNAPSHOT 
.11itn care ontroationce 

Mountain State Health Alliance 

Sullivan County. TN 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Poi ulation and Gender Poi ulation % of Total Poi ulation % of Total % Chan • e % of Total 

Female Population 82 467 51.6% 83.193 51.6% 0.9% 50.8% 

Male Population 77 249 48 4% 78.076 48 4% 1 1% 49 2% 

Total 159./16 100.0% 161,269 100.0% 1.0% 100.0% 

Market 
Market 2015 Markel 2015 Market 2020 Market 2020 Population National 2015 

Are Groups Poi ulation % of Total Po ulation % of Total %Chan % of Total 

00-17 

18-44 

45-64 

65-UP 

Total 

31.429 

48.753 

46.417 

33.117 

159 716 

19.7% 

30.5% 

29.1% 

207% 

100.0% 

30.327 

48.225 

45.329 

37.388 

161,269 

18.8% 

29.9% 

28.1% 

23 2% 

100 0% 

23.1% 

35.9% 

26.3% 

147% 

100 0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Ethnical /Race Po. ulation %of Total Population %of Total % Chan!  e %of Total 

Asian & Pacific Is. Non- 
Hispanic 

Black Non-Hispanic 

Hispanic 

White Non-Hispanic 

All Others 

Total 

1.181 

3 819 

3.015 

149.096 

2.605 

159,716 

0 7% 

2 4% 

1 9% 

93.4% 

1 6% 

100.0% 

1 426 

4 313 

3 712 

148.907 

2 911 

161,269 

0 9% 

2 7% 

2 3% 

923% 

1 8% 

100.0% 

20 8% 

12 9% 

23 1% 

101i% 

11.8°,0 

1 0% 

5.30/0 

12 3°o 

17 6% 

61.8% 

3.1% 

1000% 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Language' Population %of Total Population %of Total %Change %of Total 

Other Lang at Home 202 0 1% 203 0 1% 0.5% 0 9% 

Spanish at Home 2 177 1 4% 2 186 1 4% 0.4% 13 00/0 

All Others 764 0 5% 758 0.5°,, (0.8)% 4.7% 

Total 151,721 100.0% 153.371 100.0% 1.1% 100.0% 
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Sg2 MARKET SNAPSHOT 
If P•oll h car. Otolli,oneo 

1 3% 100 0% Total 67.858 100.0% 100 0% 68.730 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 
Po . ulation %of Total Population %of Total %Chan.e %of Total Education Level** 

Mountain State Health Alliance 

Sullivan County. TN 

Marital 
Market 2015 Market 2015 Market 2020 Market 2020 Households National 2015 

Household Income Households %of Total Households %of Total %Chan  .  e %of Total 
<$15K 10.586 15.6% 9 374 13 6% (11.5)% 12.7% 

$15-25K 10 321 152°'c 9 508 13 8% (7 9)% 10 8% 

$25-50K 18.992 28.0% 19.036 27.7% 0.2% 23.9% 

$50-75K 11.811 11.702 17 0°o (0 9)% 178°%0 

$75-100K 6.376 9 4% 6 984 10 2°'o 95°% 12.0% 

$100K-200K 7 914 11 7% 9 619 14 0% 21 5% 17 90/0 

>$200K 1,858 2 7% 2 505 36% 34.8% 5 0% 

Less than High School 7.645 

Some High School 9.906 

High School Degree 40.421 

Some College/Ass oc. 
Degree 
Bachelor's Degree or 

23.046 20.0 23.244 19 8 0. 26.9% 
Greater

% % 9% 

Total 115.282 100 0% 117,444 100.0% 19% 100.0% 

'Excludes population age <5. —Excludes population age <25 

34.264 

6.6% 

8 6% 

35 1% 

7.867 

10.189 

41.336 

34.808 

6.7% 

8 7% 

35 2% 

29 6% 

2.9% 

2 9% 

2 3°,o 

1 6°0 

5.9% 

8 0% 

28 1% 

31.1% 
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1.2"0 100.0"b 55,517 100.000 54.866 Total 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Population % of Total Population % of Total % Change • otal Age Groups 

1 2'o 100 0% 100 0% 55.517 Total 100.0% 54 866 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 
Population % of Total Population %of Total %Change %of Total Ethnicity/Race 

1.2% 100 0% 55.517 100.0% 100.0% 54.886 Total 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Population % of Total Population %of Total %Change °/ of Total Len .  • 

Sg2 MARKET SNAPSHOT • F 
health care Int•Illg•nee 

 

Mountain State Health Alliance 

Hawkins County, TN 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Po ulation and Gender Po ulation %of Total Po. ulation %of Total %Chan.e %of Total 

Female Population 27.856 50 80. 28,207 50.8% 1.3% 50.8% 

Male Population 27.010 49 2°, 27.310 492% 11% 49 2,0 

00-17 

18-44 

45-64 

65-UP 

11.367 

16.768 

16.158 

10.573 

20.7% 

30.6% 

29.5% 

19.3% 

10,797 

16,580 

15.932 

12.208 

19.5% 

29.9% 

28.7% 

22 0% 

23.1% 

35.9% 

26.3% 

14 7'-'0 

Asian 8 Pacific Is. Non- 219 0 4% 212 0 4% (3.2)% 5 3% 
Hispanic 

Black Non-Hispanic 723 1 3% 818 1.5% 13 1% 12.3%. 

Hispanic 853 1 6% 1 087 2 0% 27 404, 17 6% 

White Non-Hispanic 52.310 95.3%, 52.496 94.6% 04°% 61.8% 

All Others 761 1.4% 904 1.6% 18.8% 3 1% 

Chinese at Home 

French at Home 

69 

34 

0.1% 

0 1% 

68 

31 

0.1% 

0 1°. 

(1.5)% 

(8 8)% 

1.0% 

0 7% 

Only English at Home 51.017 98.0% 51.681 98.0% 1.3% 79.0% 

Other Lang at Home 94 0 2% 93 0 2% ( 1 1)% 0 9°, 

Spanish at Home 759 1 5% 762 1 4% 0.4% 13.0% 

All Others 112 0 2% 120 0 2% 71 53°c 

Total 52.085 100.0% 52.755 100.0% 13% 100.0% 
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Sg2 MARKET SNAPSHOT • ill.. F 
h.. care Intelligence 

 

Mountain State Health Alliance 

Hawkins County, TN 

Household Income 
Market 2015 
Households 

Market 2015 

%of Total 
Market 2020 
Households 

Market 2020 

%of Total 

Market 
Households 
%Chan•e 

National 2015 

%of Total 

<$15K 

$15-25K 

$25-50K 

3.255 

3.216 

7.036 

14.5% 

14 3%. 

31.2% 

2 901 

2 764 

6.868 

12.7% 

12 1% 

30.1% 

(10.9)% 

(14 1)% 

(2.4)% 

12.7% 

10 8% 

23.9% 

$50-75K 3.923 17.0.6 3 943 173% 0 5% 17 8% 

$75-100K 2.332 10.4% 2 550 11.2% 9 4°6 12 0% 

$100K-200K 2 445 10 9% 3 323 14 6% 359% 17 9% 

>$200K 313 1 4% 480 2.1% 53.406 5.0% 

Total 22.520 100 0°'. 22.829 100.0% 1.4% 100 0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Education Level— Population %ol Total Population %of Total % Chan. e %of Total 

Less than High School 3.991 10.2% 4.095 10.3% 2.6% 5.9% 

Some High School 3 728 9 5% 3 828 9 60 o 2 7% 8 0% 

High School Degree 16.946 43.3% 17.338 43 4% 2 3% 28 1% 

Some College/Assoc. 
10.064 25.7% 10.237 25 6% 1.7'o 31.1% 

Degree 

Bachelor's Degree or 
4.411 11.3% 4.463 11.2% 1.2% 26.9% 

Greater 

Total 39,140 100.0% 39.961 100.0% 2 1% 100 0% 

'Excludes population age <5. "Excludes population age <25 
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Sg2 MARKET SNAPSHOT 
Maim coo ini•Illisae• 

Mountain State Health Alliance 

Scott County. VA 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Population and Gender Po  •  ulation %of Total Population %of Total %Chan. e •/. of Total 

Female Population 

Male Population 

Total 

11.312 

11 389 

22.701 

49.8% 

50 2% 

100.0% 

11.345 

11.457 

49.8% 

50 3% 

ISOM 

0.3% 

0 6% 

OW% 

50.8% 

49 2% 

MO% 

Market 2015 Market 2015 Market 2020 Market 2020 
Market 

Population National 2015 
Are GfOU.S Population %of Total Population %of Total % Chan • %of Total 

00.17 4,205 18.5% 4,031 177% (4.1)% 23.1% 

18-44 6.961 30.7% 6 849 30 0% (1.6)% 35.9% 

45-64 6.623 29.2% 6.433 28 2% (2.9)% 26 3% 

65-UP 4.912 21.6% 5 489 24 1°. 11 8% 14 7% 

Total 22 701 100 0% 22,802 100.0% 04% 100 0% 

Market 
Market 2015 Mark et 2015 Market2020 Market 2020 Population National 2015 

latmicit /Race Po ulation %of Total Population % of Total %Chan.. %of Total 
Asian 8. Pacific Is. Non- 

55 0 2°/o 78 0 3% 41 8% 5.3% 
Hispanic 

Black Non-Hispanic 187 0 8% 243 1 1% 30 12 3% 

Hispanic 324 1 4% 432 1 9% 33 3% 17 6% 

White Non-Hispanic 21.938 96.6% 21.848 95.8°. (0.4)% 61.8% 

All Others 197 0 9% 201 0 9% 2.0% 31% 

Total 22,701 100.0% 22.802 100.0% 0.4% 100.0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Language• Population %of Total Population %of Total %Change %of Total 

Only English at Home 21.319 98.6% 21.450 98 6% 0 6% 79.0% 

Other Asian-Pacific Lang 
at Home 

40 0 2% 43 0 2% 7 5", 0 9% 

Other Indo-European 
15 0 1% 14 01% (6.7)% 1 8% 

Lang at Home 

Spanish at Home 225 1 0% 216 1 0',. (4,0)% 130°° 

Vietnamese at Home 8 0.0% 10 0.1% 25.0% 0.5% 

All Others 14 0 1% 14 0 1'. 0 0'. 4 8% 

Total 21,621 100.0% 21,747 100.0% 0.6% 100 0% 
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Sg2 MARKET SNAPSHOT •a FA 
Itn care intelllipace 

 

Mountain State Health Alliance 

Scott County. VA 

Household Income 

Market 2015 

Households 

1.753 

1 408 

2.722 

Market 2015 

%of Total 

18.2% 

14 6% 

28.3% 

Market 2020 

Households 

1.473 

1 318 

2.578 

Market 2020 

%of Total 

15.2% 

13 6% 

26.6% 

Market 
Households 

%Charlie 

(16.0)% 

(6 4)% 

(5.3)% 

National 2015 
%of Total 

12.7% 

10 8% 

23.9% 

<$15K 

$15-25K 

$25-50K 

$50-75K 1 404 14.6% 1 538 15 9% 9 5% 17.8% 

$75-100K 1.125 11.7% 1 039 10 7% (7 6)% 12.0% 

$100K-200K 1 078 11 2% 1 538 15 9% 42 70o 17 9% 

>$200K 136 1 4% 203 21% 49.3% 5.0% 

Total 9.626 1000% 9 687 1000% 0.6% 100 0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Education Level** Po  •  ulation %of Total Population %of Total %Chan e %of Total 

Less than High School 2.323 13.8% 2.354 13.9% 1.3% 5.9% 

Some High School 1 835 10.9% 1 864 11 0% 1 6°o 8 0% 

High School Degree 6 538 39.0% 6 632 39 1% 1 4% 28 1% 

Some College/Assoc. 
4.321 25.8% 4.362 25.7% 1.0% 31.1% 

Degree 
Bachelor's Degree or 

1,766 10.5% 1.764 10.4% (0.1)% 26.9% 
Greater 

Total 18,783 100 16,976 100 0% 1 2% 100 0% 

*Excludes population age <5. "Excludes population age <25 
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Mountain State Health Alliance 

Wise County. VA 

Market 
Market 2015 Market 2015 Mai ket 2020 Market 2020 Population National 2015 

Po .ulation and Gender Po ulation %of Total Po. ulation %of Total % Chan e %of Total 

Female Population 23.361 48.9% 23.195 49.0% (0.7)% 50.8% 

Male Population 24,421 51 1% 24.184 51 0% 10/ 49 2°'o 

Total 47.782 100.0% 47.3/9 100.0` (0 8)% 100 0"° 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Aoe Grou•s Po  •  ulation % of Total Po  •  ulation %of Total %Chan. e % of Total 

00-17 9.817 20.6% 9,492 20.0% (3.3)% 23.1% 

18-44 17.184 36.0% 16,635 35.1% (3.2)% 35.9% 

45-64 13.131 27.5% 12.524 26.4% (4 6)% 26.3% 

65-UP 7 650 16.0% 8 728 18 4% 141"'c 14 7%, 

Total 47.782 100 0% 47.379 100 0% (0.8)% 100 0% 

Ethnicit /Race 
Market 2015 
Po• ulation 

Market 2015 
% of Total 

Market 2020 
Po. ulation 

Market 2020 
%of Total 

Market 
Population 
%Chan e 

National 2015 
% of Total 

Asian & Pacific Is. Non- 
241 0 5% 285 0 6% 18.3°10 5.3% 

Hispanic 

Black Non-Hispanic 2 222 4 7% 2 095 4 4% (5.7)% 12.3% 

Hispanic 752 1 6% 944 2 0% 25.5°/o 17 6% 

White Non-Hispanic 43.894 91.9% 43,247 91.3% (1.5)% 61.8% 

All Others 673 1 4% 808 1 7% 20.1% 3.1% 

Total 47,782 100.0% 47,379 100.0% (0.8)% 100 Orlill 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Language' Population %of Total Population % of Total °A Change "4 of Total 

French at Home 151 0 3% 152 0.3% 0 7% 0 7% 

Only English at Home 44.033 97 5% 43.755 97 6% (0 6)/0 79 0°,  

Other Indo-European 
38 0 1% 36 01% (5.3)% 1 8% 

Lang at Home 

Other Lang at Home 162 0 4% 155 0 4% (4.3)% 0 9% 

Spanish at Home 628 1 4% 614 1.4°/0 (2.2)% 13 0% 

All Others 135 0.3% 127 0.3% (5.9)% 4.5% 

Total 45,147 100.0% 44,839 100.0% (0.7)% 100.0% 
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Household Income 

Market 2015 

Households 

Market 2015 

%of Total 
Market 2020 
Households 

Market 2020 

%of Total 

Market 
Households 

%Chan. e 

<S15K 4.027 21.4% 3.637 19 3% (9 7)% 

$15-25K 2 810 14 9% 2 753 14 6% (2 0)% 

$25-50K 4.749 25.2% 4.623 24.6% (2.7)% 

$50-75K 3.236 17.2% 3 126 16 6% (3 4)% 

$75-100K 1 868 9 9% 1 967 10 5% 5.3% 

$100K-200K 1 913 102% 2 367 12 6% 23 7% 

>5200K 247 1 3% 334 1 8% 35.2% 

Total 18.850 100.0% 18.807 100 0% (0 2)% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population 

Education  Level— Po • ulatron %of Total Po • ulation %of Total % Chan • e 

Less than High School 4.274 12.9% 4.318 13.0% 1.0% 

Some High School 4 631 14.0% 4 675 14 1% 1 0% 

High School Degree 10.469 31.7% 10.514 317% 04% 

Some College/Assoc. 
9 575 29.0% 9.606 29.0% 0.3% 

Degree 

Bachelor's Degree or 
4 103 12.4% 4.070 12.3% (0.8)% 

Greater 

Total 33 052 100 0% 33.183 100.0% 0.46 

National 2015 

%of Total 

12.7% 

10 8% 

23.9% 

17.8% 

12 0% 

17 9% 

5 0% 

100 0' 

 

I 

National 2015 

%of Total 

5.9% 

80% 

281% 

31.1% 

26.9% 

100.0% 

Sg2 MARKET SNAPSHOT 

 

r 
11•41111.r• Intolligenc• 

  

   

Mountain State Health Alliance 

Wise County. VA 

'Excludes population age <5. **Excludes population age <25 
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Introduction 

Mountain States Health Alliance (MSHA) is an integrated health care delivery system 
providing a comprehensive continuum of care to people in 29 counties in Tennessee, 
Virginia, Kentucky, and North Carolina. MSHA was formed after Johnson City Medical 
Center Hospital, Inc. acquired six Columbia/HCA hospitals in Northeast Tennessee on 

September 1, 1998; and was later renamed Mountain States Health Alliance in January 1999. 

Today, MSHA is the largest regional health care system with 13 hospitals operating at approximately 
$1.0 billion in net revenues. The hospitals are: 

• Johnson City Medical Center 
• Niswonger Children's Hospital 
• Woodridge Psychiatric Hospital 
• Franklin Woods Community Hospital 
• Unicoi County Community Hospital 
• Indian Path Medical Center 
• Johnson County Community Hospital 
• Sycamore Shoals Hospital 
• Dickenson Community Hospital 
• Johnston Memorial Hospital 
• Norton Community Hospital 
• Russell County Medical Center 
• Smyth County Community Hospital 

In addition to 13 hospitals, MSHA's integrated health care delivery system includes 
primary/preventive care centers and numerous outpatient care sites, including First Assist Urgent 
Care, MedWorks, Same Day Surgery, and Mountain States Rehabilitation. 

Executive Summary 

Regional and national rankings for health factors continue to be disappointing as cancer, heart 
disease, and diabetes rates continue to increase each year. Obesity and smoking continue to be 
major problems in the United States, leading to additional diseases. From a global perspective, the 
United States falls behind other developing nations in health outcomes. Clearly, there are many 
needs that exist and need attention. The interrelatedness between the health of a community, its 
economic status, and its educational attainment levels is becoming increasingly recognized. 
Mountain States Health Alliance (MSHA) exists to "identify and respond to the health care needs of 
individuals and communities in our region and to assist them in attaining their highest possible level 
of health." In doing so, MSHA recognizes this is a very complex challenge that involves the 
engagement of many prongs of the community. 

In order for MSHA to serve its region most effectively, it is essential to understand each community's 
individual needs. MSHA has conducted a Community Health Needs Assessment to profile the health 
of the residents within the local region (a map of the MSHA service area is provided on the following 
page). Activities associated with the development of this assessment have taken place from spring 
of 2014 through spring of 2015, including state, regional and county-specific secondary data 
collection and primary data obtained through individual surveys and focus groups with individuals 
from the local communities. 
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Northeast 
Market 

JMH 
SCCH 
RCMC 

Northwest 
Market 

IPMC 
NCH 
DCH 

Washington 
County Market 

JCMC 
FWCH 

Southeast Market 
SSH 
UCMH 
JCCH 

* Represents county in which MSHA owns a facility. MSHA has part-ownership in other hospitals but they are not 
included in this assessment. 

*Service Area is defined by approximately 80% of inpatient population. 

Throughout the assessment, high priority was given to determining the health status and available 
resources within each community. Community members from each county met with MSHA to 
discuss current health priorities and identify potential solutions. The information gathered from a 
local perspective, paired with regional, state and national data, helps to communicate the region's 
health situation in order to begin formulating solutions for improvement. 

In 2014, Tennessee ranked 45th and Virginia ranked 21st out of 50 states for overall health outcomes. 
Both states had high rates of adult obesity, cancer deaths, infant mortality, and diabetes. Though 
Virginia's overall ranking is moderately low, the health outcomes in Southwest Virginia counties, 
where MSHA's facilities are located, resembles those of Tennessee. After compiling the various 
sources of information, the top health priorities were identified for the communities that each of the 
MSHA hospitals serve. This effort has determined the top health priorities identified in Washington 
County, TN to include substance and prescription drug abuse, smoking, obesity/diabetes/physical 
activity and cardiovascular disease. There are certainly a number of other health challenges in this 
community, but these rise to the top based on this assessment. 
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Community Health Needs Assessment Data Summary 

According to the 2015 County Health Rankings, Washington County is ranked 19th in Tennessee for 
health outcomes and 5th for health factors out of 95 counties. The leading causes of death for ages 
65 and over are heart disease, cancer, and stroke. Washington County, TN also ranked 9th in health 
behaviors and 10," in social and economic factors. While Tennessee compares favorably within the 
state of Tennessee, it does not compare favorably to the top performing counties in the nation. 
Washington County, TN has high rates of smoking, obesity, and physical inactivity. Many of these 
health issues are the result of lack-luster social and economic factors such as high rates of poverty, 
income inequality and unemployment. 

Washington County, TN Health Ranking 
2015 County Health Rankings 
www.couniyhealthrankinas.orq   

*Ranking is in comparison to all 95 counties in the state of Tennessee. 
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Community Interview Summary 

Between spring 2014 and spring 2015 the MSHA Strategic Planning Department completed 
individual interviews and a focus group in order to conrect with community members of 
Washington County, TN and determine the needs of the community that Johnson City Medical 
Center serves. MSHA hospital administration teams were contacted in order to obtain names of 
individuals in the community who were considered public health officials or community leaders. The 
18 interviewees included representatives from the county and regional health departments, 
community health center, East Tennessee State University, Chamber of Commerce, local 
government, United Way, local emergency medical service and several local non-profit community 
organizations. These individuals were invited to discuss and assist in determining the health priorities 
and resources available in their community of Washington County. 

Collecting Community Input 

In order to complete the community health needs assessment for Johnson City Medical Center, 
MSHA met with various individuals from Washington County, TN. The organizations that were 
represented are listed in Table 1.1. 

Table 1.1 - Summary Organizations Participating in JCMC's CHNA 

Reported Organizations Providing Input for Assessment 

Washington County Health Department 
Frontier Health 
ETSU College of Nursing 
ETSU Johnson City Community Health Center 
ETSU College of Public Health 
Washington County Commission 
Northeast Tennessee Regional Health Department 
Washington County/Johnson City Emergency Medical Services 
United Way 
Project Access 
Chamber of Commerce 
Families Free 
City of Johnson City 
Center on Aging and Health 

To begin the community health needs assessment, MSHA's strategic planning staff presented data 
that had been collected to illustrate past and current health trends for Tennessee and Washington 
County. The presentation depicted the current national health rankings, in addition to providing a 
snapshot of the county. 

Following the presentation, each participant was given a survey to determine the individual's 
personal assessment of their county's health priorities. Secondly, the individuals were asked to 
submit ideas and suggestions as to how MSHA could use the available resources in order to improve 
the health priorities determined. After the surveys had been completed, each group discussed the 
questions and continued brainstorming ways to address obstacles and utilize resources. All of the 
information collected from the surveys and open discussion was evaluated and prioritized based on 
health needs. 

In surveys obtained from the Washington County representatives, several community health needs 
and resources were identified. Table 1.2 lists the survey questions given to each participant in the 
assessment. 
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Table 1.2 - Community Survey Questions 

Survey Questions 
1 How would you rate the general health status of the patient population in this community on a 

scale of 1 to 10 (with 1 being the poorest and 10 being the best)? 

2 Keeping in mind resources are not unlimited, can you identify the top 1-2 health priorities in 
your local community that you feel should be addressed in the following areas: 
a)Health Outcomes/Diseases 
b)Health Behaviors 
c)Social Environment 

3 What existing resources, such as organized groups or public health initiatives have been 
developed and are in place to address these health priorities? 

4 What ideas do you have that may serve to improve these health priorities? 

Health Status Rating 

Overall, the general health status of Washington County, TN was rated as 5.3 on a scale of 1 - 10, 
with 1 being the poorest and 10 being the best. Individual responses ranged from 2 to 7. The health 
ranking for Washington County can be found below in Table 1.3. 

Table 1.3 - Average Health Status Ranking 

MSHA Facility/County 
Number of 
Individuals 

Average of 
Health Status 

Rating 

JOHNSON CITY MEDICAL CENTER, Washington County, TN 18 5.3 

Top Health Priorities 

From the results of the surveys, the most prevalent health priorities in Washington County were 
substance and prescription drug abuse, smoking, obesity/diabetes/physical activity and 
cardiovascular disease. Table 1.4 lists the health priorities input provided by community participants. 
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Table 1.4 — Top Identified Health Priorities 

Washington County, TN 
Top Health MOHO 

Health:Outcomes/Diseases 

Obesity 10 62.50% 

Cardiovascular Disease 8 50.00% 

Diabetes 7 43.75% 

Cancer 4 25.00% 

Mental Health 3 18.75% 

Liver Disease (Hepatitis C) 2 12.50% 

Neonatal Abstinence Syndrome 2 12.50% 

Health Behaviors 

Substance and Prescription Drug Abuse 12 75.00% 

Smoking/Tobacco Use 11 68.75% 

Physical Inactivity 10 62.50% 

Poor Nutrition 6 37.50% 

Risk Taking 1 6.25% 

Social Environment 

Education 5 31.25% 

Income inequality 3 18.75% 

Literacy 3 18.75% 

Poverty 2 12.50% 

Aging population 2 12.50% 

Transportation Barriers 2 12.50% 

Stigma of substance use and mental health disorders 1 6.25% 

Access to care 1 6.25% 

Living wage 1 6.25% 

Lack of Job Training 1 6.25% 

Built Environment for Physical Activity 1 6.25% 

Poor Parenting Skills 1 6.25% 

Convenient Access to Fast Food 1 6.25% 

Economy 1 6.25% 

Adverse Childhood Experiences 1 6.25% 

Domestic Violence 1 6.25% 

*Individuals submitted multiple answers regarding health priorities. 
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These priorities are consistent with the secondary data findings. 

• Substance and prescription drug abuse 
o The rate of drug poisoning deaths per moo° in Washington County, TN 

exceeds the state average (17 vs. 16). 
o While the state average for Neonatal Abstinence Syndrome is 6.7 per 1,000, it 

is three times that rate in Washington County. TN at 18.7 per 1,000. 
0 

• Smoking 
o Maternal smoking rates in Washington County, TN exceed those of the state 

(26% vs. 23%) 
o Approximately 24% of Washington County adults smoke compared to 23% of 

TN and 18% when compared nationally. 
• Obesity/Diabetes/Physical Activity 

o Close to 33% of Washington County, TN residents are obese, compared to 
27% nationally. 

o Additionally, another 38% of Washington County, TN residents are considered 
overweight compared to state and national percentages of 36% 

o Self-reported physical inactivity rates among Washington County, TN residents 
exceed the national average (32% vs. 23%) 

• Cardiovascular disease 
o The age-adjusted death rate for heart disease in Washington County, TN 

exceeds both the state (232.45 vs. 218.67 per Immo population) and the 
nation (184.55 per 100,000) 

All of these issues lead to a higher percentage of self-reported age-adjusted fair or poor health rates 
in Washington County, TN compared nationally(19% vs. 16%) as well as a higher number of years of 
potential life lost before 75 per 100,000 (a measure of premature death) at 8,155 in the county vs. 
6,851 nationally. 
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County Health 
Rankings & Roadmaps 
Building a Cu Rune of Health. County by County 

Washington (WS) 
Waaltingt on 
County 

Dra It h Outcomes 

I ength of l-ire 

Premature death 8.403 

Quality of life 

Error 
Margin 

7.831-8.974 

Top U.S. 
Performers' 

5.200 

Tennessee 

8.696 

Rank 

(of 95) 

19 

21 

28 

Poor or fair health 19% 15-22% 10% 19% 

Poor physical health days 4.5 3.8 -5.2 2.5 4.3 

Poor mental health days 3.8 3.0-4.6  2.3 3.4 

Low births eight 8.4% 7.9-9.0% 5.9% 9.2% 

Health Eudora a 
Health Rebus irises 9 

Adult smoking 24% 21-28% 14% 23% 

Adult obesity 31% 27-35% 25% 32% 

Food environment index 7.3 8-4 6.9 

Physical inactivity 30% 26-34% 20% 30% 

Access to exercise opportunities 72% 92% 70% 

Excessive drinking 7% 5-10% to% 9% 

Alcohol-impaired driving deaths 31% 14% 28% 

Sexually transmitted infections 201 138 504 

Teen births 33 3 1 -35 20 47 

Clinical (arc 

Uninsured 17% 15-18% 11• 16% 

Primary care physicians 596:1 1.045.1 1.388:1 

Dentists 1.846:1 1.3+^:1 1.996:1 

Mental health providers 345:1  386:: 786:1 

Preventable hospital stays 82 77-87 4 1  73 

Diabetic monitoring 89% 84-93% 90% 86% 

Mammography screening 63.6% 58.7-68.5% 70.-% 61.8% 

Social & Leon situ it-  factors ID 

High school graduation 93% 87% 

Some college 66.0% 62.3-69.6% 71.0% 57.7% 

Unemployment 7.3% 4.0% 8.2% 

Children in poverty 24% 18-29% 13% 27% 

Income inequality 5.1 4.8-5.5 3.7  4.8 

Children in single-parent households 31% 27-36% 20% 36% 

Social associations 13.9 22.0 11.5 

Violent crime 4 15 59 621 

Injury deaths 71 64-77 5 0  78 

Ph:, sisal Ens ironnient 23 

Air pollution -particulate matter 13.1 9.5 13.8 

Drinking water violations 0% o% 4% 

Severe housing problems 15% 14-17% 9% 15% 

Driving alone toss ork /I-% 86-88% 71% 84% 

Long commute -dris mg alone 22% 20-23% 15% 32% 

'quth percentile. i.e.. only 10% are better. 

Note: Blank values reflect unreliable or m icing data 
2015 
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Identifying Available Resources 
MSHA realizes that there are numerous resources in all of the counties it serves that can provide care 
for individuals. Our goal, in order to reduce costs and provide he best care possible for patients, is 
to identify these resources to prevent duplication of services and efforts. The interviewees were 
asked to list all of the services and resources within their community. The interviewees 
acknowledged that many resources currently exist to help meet health needs. Table 1.5 lists the 
current resources within each county that offer health services to the community. 

Table 1.5 - Identified Available Resources 

Resources Available 
Washington County, Tennessee 
Families Free 
Health Department 
Washington County Anti-Drug Coalition 
Tennessee Suicide Prevention Network 
Tennessee Prevention Alliance 
TAADAS 
Tweetsie Trail 
Senior Center 
Food Pantries 
One Acre Café 
Backpack/Student food supplement program 
Project Access 
JCCH 
Johnson City Housing Authority 
United Way 
Coordinated School Health 
Head Start 
Johnson City Parks and Recreation 
Morning Mile 
JCMC/FWCH 
ETSU College of Medicine 
ETSU College of Public Health 
ETSU College of Pharmacy 
ETSU College of Nursing 
ETSU College of Clinical and Rehabilitative Health Sciences 
Day Center 
MEAL 
Girls on the Run 
Washington County Health Council 
Washington County Wellness Committee 
The Women's Fund of the East Tennessee Foundation 
Appalachian Funders Network 
Washington County PDAM 
Local school systems 
Local churches 
UT-Washinaton County Extension Service 

*MSHA understands that there are other resources available in each county that are not listed in this 
table. This table represents only the resources listed by participants in community health needs 
assessment. MSHA will continue to identify resources. 

Improving Health Priorities 
The community members who were surveyed provided helpful ideas as to how to begin formulating 
a plan to improve the health priorities throughout the region. To enhance existing resources, the 
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participants stressed the significance of increasing public awareness of both addressing one's 
health needs and the availability of health care options within each community. Additional 
suggestions as to how MSHA can improve the previously identified health priorities are listed in Table 

1.6. 

- Ideas to Improve Health Priorities 

ae onse$ 
1 Organizational collaboration 

2 Comprehensive community emphasis on exercise 

3 Increase physical activity in schools 

4 Health education on the health effects of behaviors: smoking, food choices, inactivity 

5 Expansion of Project Access 

6 Increase health care access with financial resources and partnerships 

7 Focus on high school graduation 

8 Increase number of walking trails 

9 CEASE program 

10 Provide/promote smoking cessation programs 

11 Offer wellness initiatives 

12 Work with schools on food options for students 

13 Promote early screenings 

14 Educate children early on the importance of exercise and healthy eating 
Healthcare navigators/care coordinators to help community members with health education and 

15 free/reduced cost health care services 

16 Offer additional activities/opportunities for families to engage in physical activity 
Develop network of clinics, hospitals, long-term health facilities and health departments to discuss 

17 and develop health improvement initiatives. 

18 Better marketing of health resources to the community 

19 Promote literacy programs for educational attainment 

However, it is also helpful to understand from a more global perspective the health status of our 
nation as a whole. since many issues we face in our service area are not limited to just our region. 
Compiled on an annual basis, the America's Health Rankings publication developed by the United 
Health Foundation, the American Public Health Association and Partnership for Prevention provides 
one of the most comprehensive assessments regarding the status of the nation's health. The 
following information in the national and regional overview is from the 2015 edition 
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Community Health Needs Assessment National Overview 

Health is a result of our behaviors, our individual genetic predisposition to disease, the environment 
and the community in which we live, the clinical care we receive and the policies and practices of 
our health care and prevention systems. Each of us, individually, as a community, and as a society, 
strives to optimize these health determinants, so that all of us can have a long, disease-free, and 
robust life regardless of race, gender or socio-economic status. 

This report looks at the four groups of health determinants that can be affected: 

1. Behaviors include the everyday activities we do that affect our personal health. It includes habits 
and practices we develop as individuals and families that have an effect on our personal health 
and on our utilization of health resources. These behaviors are modifiable with effort by the 
individual supported by community, policy and clinical interventions. 

2. Community and environment reflects the reality that the daily conditions in which we live our lives 
have a great effect on achieving optimal individual health. 

3. Public and health policies are indicative of the availability of resources to encourage and 
maintain health and the extent that public and health programs reach into the general population. 

4. Clinical care reflects the quality, appropriateness and cost of the care we receive at doctors' 
offices, clinics and hospitals. 

All health determinants are intertwined and must work together to be optimally effective. For 
example, an initiative that addresses tobacco cessation requires not only efforts on the part of the 
individual but also support from the community in the form of public and health policies that 
promote non-smoking and the availability of effective counseling and care at clinics. Similarly sound 
prenatal care requires individual effort, access to and availability of prenatal care coupled with 
high quality health care services. Addressing obesity, which is a health epidemic now facing this 
country, requires coordination among almost all sectors of the economy including food producers, 
distributors, restaurants, grocery and convenience stores, exercise facilities, parks, urban and 
transportation design, building design, educational institutions, community organizations, social 
groups, health care delivery and insurance to complement and augment individual actions. 

Behaviors 

...Clinical Care 

Put ,c & 
Health Pobc y 

Health Outrcmes 

America's Health Rankings® combines individual measures of each of these determinants with the 
resultant health outcomes into one, comprehensive view of the health of a state. Additionally, it 
discusses health determinants separately from health outcomes and provides related health, 
economic and social information to present a comprehensive profile of the overall health of each 
state. 

America's Health Rankings® employs a unique methodology, developed and periodically reviewed 
by a panel of leading public health scholars, which balances the contributions of various factors, 
such as smoking, obesity, binge drinking, high school graduation rates, children in poverty, access to 
care and incidence of preventable disease, to a state's health. The report is based on data from the 
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U.S. Departments of Health and Human Services. Commerce, Education and Labor; U.S. 
Environmental Protection Agency; U.S. Census Bureau, the American Medical Association; the 
American Dental Association; the Dartmouth Atlas Project; and the Trust for America's Health. 

Purpose 

The ultimate purpose of America's Health Rankings® is to stimulate action by individuals, elected 
officials. health care professionals, employers, and communities to improve the health of the 
population of the United States. We do this by promoting public conversation concerning health in 
our states, as well as providing information to facilitate citizen, community and group participation. 
We encourage participation in all elements: behaviors, community and environment, clinical care, 
and public and health policies. Each person individually, and in their capacity as an employee, 
employer, voter, community volunteer, health official or elected official, can contribute to the 
advancement of the healthiness of their state. Proven, effective and innovative actions can 
improve the health of people in every state whether the state is first or 50th. 

Findings 

Comparison to Other Nations 

When health in the United States is compared to health in other countries, the picture is 
disappointing. The World Health Organization, in its annual World Health Statistics 2013, compares 
the United States to the nations of the world on a large variety of measures. While the U.S. does 
exceed many countries, it is far from the best in many of the common measures used to gauge 
healthiness and lags behind its peers in other developed countries. 

The United States ranks at or near the bottom among high-income countries on nearly all indicators 
of mortality, survival, and life expectancy. Life expectancy is a measure that indicates the number 
of years that a newborn is expected to live. Japan, San Marino, and Switzerland are the persistent 
leaders for developed countries in this measure, with on overall life expectancy of 83 years. At 81 
years for women and 76 years of men, the United States ranks 33rd among the 193 reporting nations 
of the WHO. The United States male life expectancy rates are on par with Chile, Cuba, Brunei 
Darussalam. and Maldives, while the female life expectancy rates are on par with Columbia, Costa 
Rica, Czech Republic, Estonia, Poland, and Qatar. There are 32 other countries that exceed the 
United States in healthy life expectancy, including Australia, Italy, Spain, France. Germany, Greece 
and the United Kingdom. 

One of the underlying causes for these differences is the gap in infant mortality rates between the 
United States and many other countries. The infant mortality rate for the U.S. in 2011 was 6 deaths 
per 1,000 live births, ranking 40'h among WHO nations. The infant mortality rates in Finland, Japan, 
and Sweden were one third that of the U.S. rate. Of the 193 countries rated, 39 countries had lower 
infant mortality rates than the United States. 

These countries also have considerably lower infant mortality rates than that of non-Hispanic whites 
in the United States, which is the ethnic/racial group with the lowest infant mortality rate. The 
racial/ethnic disparities related to infant mortality could be related to differences in risk factors 
among different racial/ethnic groups, including risk for low birth weight delivery. access to medical 
care, and socioeconomic status. However, many of the racial/ethnic differences in infant mortality 
remain unexplained. It should also be noted that the reporting and classification of infant mortality 
varies among countries. which could be reflected in the ranks. 

In addition to infant mortality, youth and young adults' mortality impacts life expectancy. 
Unintentional injuries claim approximately 30 percent of the years lost before age 50, along with 
violence and suicides, among U.S. young adults and adolescents. Non-communicable (chronic) 
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diseases, such as cancer, heart disease. and other conditions that are not caused by infections, 
begin to be more of a contributing factor after the age of 30. 

Differences in healthy life expectancy are also affected by the effectiveness of treating disease, 
especially those that ore amenable to care, including bacterial infections, treatable cancers, 
diabetes, cardiovascular and cerebrovascular disease, some ischemic heart disease, and 
complications from common surgical procedures. The age-adjusted amenable mortality rate before 
age 75 for the United States was 95.5 deaths per 100,000 population in 2006 to 2007, which is still a 
slower rate of improvement than in other Organization for Economic Cooperation and 
Development (OECD) notions studied. The rate in the U.S. is 50 percent higher than the rate in 
France, Japan, Italy, and Australia. 

Additionally, the study indicated that despite spending more than any other country on health care, 
the United States continues to slip further behind and has one of the highest inequalities in health 
compared to other developed countries. The U.S. ranks among the worst OECD countries for child 
health well-being, having an inequality higher than average. Furthermore, although the United 
States has the highest income per person, it continues to rank as the worst country for income 
inequality, which is thought to explain why it has the highest index of health and social problems 
compared to other developed nations. 

Physical inactivity and obesity ploy major contributions to disease worldwide and in the United 
States. Physical inactivity is the fourth leading risk factor for global mortality, and is responsible for an 
estimated 6 to 10 percent of non-communicable diseases, such as type 2 diabetes, heart disease, 
colon cancer, and breast cancer. North America has 34 percent of the world's biomass due to 
obesity; however, it only makes up for 6 percent of the world's population. Asia, on the other hand, 
has 61 percent of the world's population, yet only has 13 percent of its biomass due to obesity_ While 
the U.S. is only one of several countries that form North America, it is the only North American nation 
to rank among the heaviest nations globally. It is estimated that eliminating physical activity in the 
United States would add approximately 1 year to life expectancy and dramatically reduce the 
burden of chronic diseases. 

The results of these studies should be a wake-up call to everyone in the United States to strive to 
improve all aspects of our health system, including education, safety, prevention. and clinical care. 
Other countries have improved their overall health, indicating that we, too, can do the same. 

National Changes since 7990 

In the past year, 20 health measures improved, 8 measures declined, and I measure remained 
unchanged. Table 1 shows the national changes in the last year. These improvements were offset by 
deterioration in several measures, including increases in the prevalence of obesity, the percentage 
of children in poverty and lack of health insurance. 

Since 2012, the prevalence of smoking declined from 21.2 percent to 19 percent among adults. The 
binge drinking prevalence rate dropped from 18.3 percent to 16.8 percent of adults who binged in 
the last 30 days, and physical inactivity decreased from 26.2 percent to 25 3 percent. The incidence 
of pertussis increased sharply from 9.0 to 15.5 cases per 100,000 populations. The percentages of 
children in poverty, lack of health insurance, child immunization coverage, and low birth weight 
have also suppressed faster improvement in our nation's health. 
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Table 1 -  National Successes and Challenges 

SUCCESSES 

Smoking 

High School Graduation 

Since 1990, smoking decreased 30% from 29.5% to 19.0% of 

adults who smoke regularly. 

At 81% of ninth graders graduating within 4 years, high school 

graduation is still a challenge. However, it is slowly trending 

upward from 71.7% in 2004. 

Violent Crime At 387 offenses per 100,000 population, violent crime is 37% 

lower than in 1990 and 49% lower than its peak in 1993. 

Air Pollution 

Preventable Hospitalizations 

Occupational Fatalities 

Infant Mortality 

Premature Death 

The average amount of fine particulates in the air continues to 

decline from 13.2 micrograms per cubic meter in 2003 to 9 9 

micrograms per cubic meter in 2014 

Preventable hospitalizations continue to decline In 2001, there 

were 82.5 discharges per 1,000 Medicare beneficiaries; in 2014, 

there were 62 9 discharges per 1 000 Medicare beneficiaries 

Occupational fatalities have declined in the last 8 years from 5.3 

deaths per 1C0,000 workers in 2007 to 3 8 deaths per 100,000 

workers This is the second consecutive year the rate is below 4 

deaths per 1C0,000 workers 

Since 1990, infant mortality decreased 41% from 10.2 to 6.0 

deaths per 1,000 live births, although most of that decline 

occurred between 1990 and 1999 Even though the infant 

mortality rate is the lowest in US history, it is double the rate 

of many developed countries In addition. large racial and 

geographic d sparities exist within the country. 

Since 1990, premature death declined 20% from 8,716 to 6,976 

years of potential life lost before age 75 Premature death, like 

several other metrics, has leveled off in the last decade compared 

with improvements made in the 1990s 

Cancer Deaths Cancer deaths declined 4% from 197.5 deaths in 1990 to 189 9 

deaths per 1C0,000 population 

Cardiovascular Deaths Since 1990, cardiovascular deaths declined 38% from 405.1 to 

251 4 deaths per 100,000 population This continues a relatively 

constant improvement of 2% to 3% yearly. 
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CHALLENGES 

Obesity 

Physical Inactivity 

Children in Poverty 

Public Health Funding 

Immunization Coverage —

Children 

Immunization Coverage —

Adolescents 

Low Birthweight 

Diabetes 

Since 1990, obesity has increased 153% from 11 6% to 29.4% 

of adults. 

Physical inactivity remains high at 23.5% of adults and has not 

changed appreciably for the last decade 

At 19 9% of children, the children in poverty measure is far 

above the 23-year low of 15.8% in the 2002 Edition and near 

the 1990 level of 20.6%. 

State public health funding continues its slow decline over the 

past 4 years Since 2011, it decreased from S95 01 to 590.00 in 

expenditures per person at the state level 

Nationwide, comprehensive immunization coverage among 

children aged 19 to 35 months is only 70.4% It increased 

marginally in the past year 

Nationwide, comprehensive immunization coverage among 

teens aged 13 to 17 years is only 67 1% It increased marginally 

in the past year 

In the last 20 years, the prevalence of low birthweight infants 

has increased from 7 1% to S 0% nationwide The good news 

is that it appears to have peaked in 2009 and is trending 

downward 

In the nation, 9.6% of adults report they have been told they 

have diabetes There has been a steady, upward climb in the 

prevalence of diabetes. although data from the last 3 years 

shows a leveling of the prevalence 
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The United States has the potential to return to the rates of improvement typical in the 1990s. 
However, to do so, it must address the drivers of health directly by focusing on reducing important 
risk factors. For example, the prevalence of smoking had been stagnant for many years and 
recently started to show improvement in the last two decades. However, there was an increase in 
rates from 2010 to 2012. In the last year, the prevalence of smoking declined in the United States 
from 21.2 percent to 19 percent of adults who smoke regularly; however Tennessee ranks 46th as one 
of the bottom five states with 24.3 percent of adults smoking and Virginia ranks 24th at 19.1 percent. 

Graph 1 - Prevalence of Smoking Since 1990 

United States Smoking (1990-2014) see more 
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Unprecedented and unchecked growth in the prevalence of obesity over the last 20 years has also 
dramatically affected the overall health of the United States. The prevalence of obesity, a risk factor 
for numerous illnesses including heart disease and diabetes, appears to be leveling off after 
increasing for decades. However, more than one in four people in the U.S. is considered obese - a 
category that the Centers for Disease Control and Prevention reserves for those who are significantly 
over the suggested body weight given their height. In the United States, the prevalence of obesity is 
29.4 percent of adults, which has increased from 27.8 percent in 2012. Virginia's obesity score ranks 
18th at 27.2 percent, while Tennessee ranks 47th at 33.7 percent of obese adults. 

These very high obesity rates are gathered from the Behavioral Risk Factor Surveillance System, the 
nation's largest phone survey about health, and rely on self-reported height and weight. Actual 
obesity rates, as measured by health professionals, may be almost 10 percent higher, meaning that 
over one-third of the population is now obese. 
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Graph 2 - Prevalence of Obesity Since 1990 

united States Obesity (1990-2014) see more 
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Despite increasing risk factors such as obesity, high cholesterol, and high blood pressure, deaths 
contributed to cardiovascular disease have consistently declined by 2 to 3 percent per year for the 
last decade. Cardiovascular disease accounts for 30 percent of Medicare spending, 17 percent of 
medical spending, and totals nearly $150 billion each year. For cardiovascular deaths, Virginia 
ranked 25th with a rate of 241.1 per 100,000 and Tennessee ranked 44th with the rate of 300.6. 

Graph 3 - Prevalence of Cardiovascular Deaths Since 1990 

United States Cardiovascular Deaths (1990-2014) 
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Like cardiovascular disease, potentially preventable hospitalizations have steadily decreased over 
the past 12 years. Preventable hospitalizations (hospitalizations that may be preventable with high 
quality primary and preventive care) have decreased from 82.5 to 62.9 discharges per 1,000 
Medicare enrollees since 2001. Preventable hospitalizations reflect how efficiently a population uses 
various health care options for care and often occur as a result of a failure to detect or treat 
conditions early. Preventable hospitalizations could be avoided with earlier, less costly interventions. 
Virginia ranked 22nd in this measure with a 55.2 rate and Tennessee ranked 47th with a rate of 78.5. 

SBH-KINGSPORT 002112 SBH-KINGSPORT 002112



N
u

m
b

e
r  

pe
r  

1
,0

0
0

 M
e

d
ic

a
re

  b
e

n
ef

ic
ia

ri
e

s  
100 

50 

25 

75 

0 
2001 2004 2007 2010 2013 

Graph 4 - Preventable Hospitalizations Since 2001 

United States Preventable Hospitalizations (2001-2014) 

Year 

The current economic climate also increases the challenge of maintaining a healthy population. 
Poverty is an indication of the lack of access to health care, including preventive care, for this 
vulnerable population. Graph 5 shows the recent increase in the percentage of children in poverty 
in the last few years, increasing from 16.1 percent of children in the 2011 Edition to 19.9 percent of 
children in the 2014 Edition. On this measure Virginia ranks 12th with a 14.5 percent of children living 
in poverty and Tennessee ranks 45th with 26.7 percent. In the 2002 Edition, the child poverty rate was 
at a historic low of 15.8 percent of persons under age 18. 

Graph 5 - Children in Poverty since 1990 

United States Children in Poverty (1990-2014) see more 
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Lack of health insurance coverage increased from 13.9 percent in the 2001 Edition to 14.6 percent 
of the population in the 2014 Edition. Lack of health insurance not only inhibits people from getting 
the proper care when needed but also reduces access to necessary preventive care to curtail or 
minimize future illnesses. 

Massachusetts, with the lack of health insurance at 3.8 percent of the population, is substantially 
better than all other states and less than one-fourth of the national average. Texas has a rate six 
times that of Massachusetts. Changes in national health care laws have the potential to 
dramatically affect this metric over the next few years. 

Graph 6 - Lack of Health Insurance Since 2001 

Lack of Health Insurance 

United States Lack of Health Insurance (1990-2014) see more 
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Community Health Needs Assessment Regional Overview 

2014 State Results 

America's Health Rankings®-2014 Edition shows Hawaii at the top of the list of healthiest states again 
this year. The state has steadily remained within the top 5 healthiest states since 1990. 
Hawaii has consistently sustained its place within the top 5 healthiest states for the last 22 years, 
excluding 2002 when it was ranked 6th. Hawaii's strengths include its number one position for overall 
health rank and ranking in the top 5 states for a low rate of preventable hospitalizations, high 
immunization coverage among children, low prevalence of smoking and obesity, high per capita 
public health funding, a low rate of uninsured population, and low cancer and cardiovascular 
mortality rates. Hawaii's three challenges are a high prevalence of binge drinking, low high school 
graduate rate, and a high incidence of Salmonella infections. 

Mississippi is 50th this year. the same as the last ten years, excluding in 2011 when it ranked 49th. It has 
been in the bottom three states since the 1990 Edition. The state ranks well for a low prevalence of 
binge drinking, higher immunization coverage among children, and small disparity in health status 
by educational attainment. In the past year, despite ranking last in the nation for immunization 
coverage among adolescents, coverage increased from 30.2 percent to 35.4 percent of persons 
aged 13 to 17 years. Mississippi also ranks last in many health outcomes. including infant modality, 
low birth weight, premature death, cardiovascular death, infectious diseases, and overall health 
status. Mississippi's prevalence of obesity, physical inactivity, and diabetes remain among the 
highest in the nation with approximately 690,000 physically inactive adults, 770,000 obese adults, 
and 280,000 adults with diabetes. It ranks 48th in health determinants and 49th in health outcomes: 
therefore, its overall ranking is unlikely to change significantly in the near future 
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2014 Edition Ranking 2014 Edition Ranking 
20 14 
RANK 
(1-50) STATE SCORE 

20 14 
RANK 
(1-50) 

26 

STATE 

Alaska 

SCORE 

13 I Hawaii 

2 Vermont 85 27 Kansas 

3 Massachusetts 74 28 Pennsylvania 01 

4 Connecticut 74 29 Arizona - 

5 1 , t 73 30 Illinois -.08 

6 Minnesota 73 31 Texas - I I 

7 New Hampshire 68 32 Florida - 15 

8 Colorado 57 33 New Mexico - 18 

9 North Dakota 34 Michigan -.21 

10 Nebraska .50 .55 - 23 

11 New Jersey 47 36 Missouri -.28 

12 Oregon 41 37 North Carolina -.29 

13 Washington 40 38 Georgia -.32 

14 New York 39 39 Nevada -.33 

15 Rhode Island 37 40 Ohio -.36 

16 Maryland 35 41 Indiana -.38 

17 California .35 42 South Carolina -.64 

18 Idaho 34 43 Alabama -.66 

18 South Dakota 34 44 West Virginia -.71 

20 Maine 30 45 Tennessee -.71 

21 Virginia 30 46 Oklahoma -.74 

22 Montana 28 47 Kentucky -.75 

23 Wisconsin 23 48 Louisiana -.80 

24 Iowa 22 49 Arkansas -.93 

25 Wyoming 21 50 Mississippi -1.00 
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Community Health Needs Assessment Health Assessment Determinants 

As Mountain States Health Alliance works to develop an implementation plan based on the findings 
from this assessment, key focus areas for consideration to impact the health of our community 
would be the 27 measures that comprise the America's Health Rankings. These determinants have 
been carefully selected by leaders in health and public policy as factors which hove the greatest 
impact on future health of a population. For a state (or area for that matter) to improve the health 
of its population, efforts must focus on changing the determinants of health. A description of these 
determinants is outlined below. 

Selection of Components 

Four primary considerations drove the design of America's Health Rankings® and the selection of 
the individual measures: 

1. The overall rankings had to represent a broad range of issues that affect a population's health. 
2. Individual measures needed to use common health measurement criteria, 
3. Data had to be available at a state level, and 
4. Data had to be current and updated periodically. 

While not perfect, the measures selected are believed to be the best available indicators of the 
various aspects of healthiness at this time and are consistent with past reports. 

The measures are divided into two categories - Determinants and Outcomes. For further clarity, 
determinants are divided into four groups: Behaviors, Community and Environment. Public and 
Health Policies, and Clinical Care. These four groups of measures influence the health outcomes of 
the population in a state, and improving these inputs will improve outcomes over time. Most 
measures are actually a combination of activities in all four groups. For example, the prevalence of 
smoking is a behavior that is strongly influenced by the community and environment in which we 
live, by public policy including taxation and restrictions on smoking in public places, and by the care 
received to treat the chemical and behavioral addictions associated with tobacco. However, for 
simplicity, we placed each measure in a single category. 

For America's Health Rankings® to continue to meet its objectives it must evolve and incorporate 
new information as it becomes available. The Scientific Advisory Committee provides guidance for 
the evolution of the rankings. balancing the need to change with the desire for longitudinal 
comparability. Over the last few years, change is being driven by: 11 the acknowledgment that 
health is more than years lived but also includes the quality of those years; 2) data about the quality 
and cost of health care delivery are becoming available on a comparative basis: and 3) 
measurement of the additional determinants of health ore being initiated and/or improved. The 
committee also emphasizes that the real impact on health will be made by addressing the 
determinants, and making improvements on these items will affect the long-term health of the 
population. The determinants are the predictors of our future health. 

Outcomes are traditionally measured using mortality measures which include premature death, 
infant mortality, cancer and cardiovascular mortality. While these measures overlap significantly. 
they do present different views of mortality outcomes of a population. Two measures of the quality 
of life- poor mental health days and poor physical health days - are also included and defined as 
the number of days in the previous 30 days when a person indicates their activities are limited due 
to mental or physical health difficulties. 

As with all indices, the positive and negative aspects of each measure must be weighed when 
choosing and developing them. These aspects for consideration include: 1) the interdependence of 
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the different measures; 2) the possibility that the overall ranking may disguise the effects of individual 
measures; 3) an inability to adjust all data by age and race; 4) an over-reliance on mortality data; 
and 5) the use of indirect measures to estimate some effects on health. These concerns cannot be 
addressed directly by adjusting the methodology; however, assigning weights to the individual 
measures can mitigate their impact. 

Each measure is assigned a weight that determines its percentage of the overall score. 
Determinants account for 75 percent of the overall ranking and outcomes account for 25 percent, 
a shift from the 50/50 balance in the original 1990 index. This reflects the importance and growing 
availability of determinant data. 

A short description of each measure immediately follows. The data for each year is the most current 
data available at the time the report was compiled. 

The table includes the core measures included in the current model, plus supplemental measures 
that can be used to further understand each state's unique situation. The supplemental measures 
are more fully described at http://www.americashealthrankinas.ora/About/Model.  

Data for each state and the United States is available at Get Informed or by clicking the link above. 

Core Measures 

Determinants 

Behaviors 

Smoking 

Binge Drinking 

Drug Deaths 

Obesity 

Physical Inactivity 

High School Graduation 

Description 

Percentage of adults who are current smokers (smoked at least 100 cigarettes in their 

lifetime and currently smoke) 

Percentage of adults who self-report having 4 or more (women) or 5 or more (men) 

alcoholic beverages on at least 1 occasion in the past 30 days. 

Number of deaths due to drug injury of any intent (unintentional, suicide. homicide. or 

undetermined) per 100.000 population 

Percentage of adults who are obese. with a body mass index (BMI)of 30.0 or higher. 

Percentage of adults who report doing no phys cal activity or exercise (such as running. 

calisthenics golf. gardening. or walking) other than their regular job in the last 30 days 

Percentage of incoming ninth graders who graduate in 4 years from a high school with a 

regular degree. 

Community and Environment 

Violent Crime Number of murders. rapes. robberies, and aggravated assaults per 100.000 population. 

Occupational Fatalities Number of fatalities from occupational injuries per 100.000 workers 

Percentage of persons younger than 18 years who live in households at or below the 
Children in Poverty 

poverty threshold 

Infectious Disease 
Combined average z-score using the values of incident cases of chlamydia, pertussis 

and Salmonella per 100.000 population 
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Immunization-Children 

Average exposure of the general public to particulate matter of 2 5 microns or less in size 

(Pft12 5) 

Percentage of the population that does not have health insurance privately, through their 

employer. or the government 

State funding dedicated to public health as well as federal funding directed to states by 
the Centers for Disease Control and Prevention and the Health Resources and Services 

Administration 

Percentage of children receiving the recommended doses of DiaP polioMMR H ib 

hepatitis B, varicella. and PCV vaccines by age 19 35 months. 

Air Pollution 

Policy 

Lack of Health Insurance 

Public Health Funding 

Percentage of adolescents aged 13 M 17 years who have received 1 dose of Tdap since 

Immunization-Adolescents the age of 10 years. 1 dose of meningococcal conjugate vaccine, and 3 doses of TIPV 

vaccine (females only) 

Clinical Care 

Low Birth weight 

Primary Care Physicians 

Dentists  

Percentage of infants weighing less than 2,500 grams (5 pounds. 8 ounces) at birth 

Number of primary care physicians (including general practice, family practice. OB-GYN, 

pediatncs. and internal medicine) per 100 000 population 

Number of dentists per 100.020 population 

Preventable Discharge rate among the Medicare population for diagnoses that are amenable to non- 

Hospitalizations hospital based care 

Outcomes 

Diabetes 

Poor Mental Health Days 

Poor Physical Health Days 

Disparity in Health Status 

Infant Mortality 

Cardiovascular Deaths 

Cancer Deaths 

Premature Death  

Percentage of adults who have been told by a health professional that they have diabetes 

(does not include pre-diabetes or diabetes during pregnancy) 

Number of days in the previous 30 days when a person indicates their activities were 

limited due to mental health difficulties 

Number of days in the previous 30 days when a person indicates rhea activities were 

limited due to physical health difficulties 

Percent difference in adults aged 25 and older who did not graduate high school and 

adults with at least a high school education who self report being in excellent or very 

good health 

Numher of infant deaths (heir-ye age 11 por 1.000 live births 

Number of deaths due to all cardiovascular diseases. including heart disease and 

strokes, per 100,000 population 

Number of deaths due to all causes of cancer per 100 000 population 

Number of years of potential life lost prior to age 75 per 100.000 population 

Supplemental Measures 

Behaviors 
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Percentage of adults who have had their blood cholesterol checked within the last 5 
years 

Percentage of adults who have visited the dentist or dental clinic within the past year for 
any reason 

Number of fruits consumed on an average day 

Number of vegetables consumed on an average day 

Number of births per 1.000 mothers aged lb to 19 years. 

Percentage of high school youth who smoked cigarettes on at least 1 day during the 

last 30 days 

Percentage of high school students who were greater or equal to the 95" percentile for 
body mass index based on sex and age specific reference data from the 2000 CDC 
growth charts. 

Cholesterol Check 

Dental Visit, Annual 

Diet, Fruit 

Diet. Vegetables 

Teen Birth Rate 

Youth Smoking 

Youth Obesity 

Chronic Disease 

Heart Disease 

High Cholesterol 

Heart Attack 

Stroke 

Hypertension  

Percentage of adults who have 
or coronary heal disease 

Percentage of adults who have 
high 

Percentage of adults who have 
attack (myocardial infarction) 

Percentage of adults who have 
stroke. 

Percentage of adults who have 
blood pressure 

been told by a health professional 

had their cholesterol checked and 

been told by a health professional 

been told by a health professional 

been told by a health professional  

that they have angina 

been told that it was 

that they had a head 

that they had a 

that they have high 

Clinical Care 

Preterm Birth 

Economic Environment 

Personal Income 

Median Household Income 

Unemployment Rate 

Underemployment Rate 

Income Disparity (Gini 
coefficient) 

Outcomes 

Low Health Status 

Suicide  

Percentage of babies born before 37 weeks gestation 

Per capita personal income in current dollars 

The amount of income that divides the income distnbution into 2 equal groups 

11  °tat unemployed as a percentage of the civilian labor force 1U 3 definition) 

Total unemployed plus all marginally attached workers plus total employed part-time for 
economic reasons as a percent of the civilian labor force 1U 6 Definition) 

A common measure of income inequality. where 0 represents complete equality and 1 
indicates complete inequality 

Percentage of adults who descnbe their general health as fair or poor 

Number of deaths due to intentional self-harm per 100.000 population 
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Community Health Needs Assessment Local Summary 

Overview  
The County Snapshots consists of demographics, key indicators of health status, interview highlights, 
and local resources. The model for the key indicators of health status analysis was based on the 
2015 County Health Rankings, a key component of the Mobilizing Action Toward Community Health 
(MATCH). MATCH is collaboration between the Robert Wood Johnson Foundation and the 
University of Wisconsin Population Health Institute. Indicators are organized into two broad 
categories: Health Outcomes and Health Factors. The Health Factors have multiple components, 
including Clinical Care, Health Behaviors, Social and Economic Factors, and Physical Environment. 
A number of additional key indicators of health status were included in this analysis from other 
sources (they are noted in blue font in the snapshot section). For each indicator, the state and 
county score is provided as well as a comparison of the county's performance to that of the state. 
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JOHNSON CITY MEDICAL CENTER 

Service Area Counties: Primary Service Area Map: 

• Washington, TN 

• Sullivan, TN 

• Unicoi, TN 

• Carter, TN 

• Greene, TN 

• Johnson, TN 

,.....  TN 

Jo.smook T• 

0,••••••en IN 
Cana IN 

* 

Comm TN 

Una.. TN 

Armco) "try 
1.-1,414,,le: 

Facility Profiles: 

Johnson City Medical Center (JCMC), MSHA's flagship facility, is a 
445-bed regional tertiary referral center for the entire service area. 
JCMC is one of six Level 1 Trauma Centers in the state of Tennessee. 
As East Tennessee's leading Heart Hospital, JCMC has been named 
as a Top 100 Heart Hospitals by Solucient. JCMC is also the leading 
Cancer Center in the region, enjoying relationships with Harvard, 
Duke, and Vanderbilt. JCMC is the first and one of two Nurse 
Magnet hospitals in the State. JCMC also includes Niswonger 
Children's Hospital and Woodridge Psychiatric Hospital. 

A 6-page profile of each county is provided. The profile includes demographic highlights, key 
indicators of health status, utilization projections, and survey results specific to the county. A detailed 
demographic analysis by county is provided in the appendix, which follows the collection of county 
snapshots. 
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CARTER COUNTY, TN 2015 COUNTY SNAPSHOT 

     

Demographic Highlights: 

• Large elderly population 
compared to TN and US 

• Declining rate of females 
of child-bearing age 
expected 

• Low average household 
income level (20.6% of 
households make less than 
$15,000) 

■ Lower level of educational 
attainment compared to 
state and country (9.1% 
with no high school 
education compared to 
5.9% nationally) 

■ Low level of diversity 
compared to state and 
national 

Service Area Map: 

  

 

Kentucky 

V19•- 

  

 

Age Distribution and Population Projections: 

Population by Age Group 

  

   

    

    

     

     

Key Statistics: 

2015 Total Population 45,171 6,735,022 321,369,000 

% Change 2015-2020 0.8% 5.5% 4.1% 

% of Population 65+ (2015) 20.6% 15.6% 14.9% 

% Minority (2015) 4.5% 26.1% 38.3% 

Total Male Population 22,105 22,298 0.9% 

Total Female Population 23,066 23,247 0.8% 

Females, Child Bearing Age (15-44) 7,730 7,608 -1.6% 
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CARTER COUNTY, TN 2015 COUNTY SNAPSHOT 

Local Health Highlights: 

STRENGTHS: 

Key Indicators of Health Status: 

County: Carter, TN 
TN Carter 2010 Desired 

• Divorce Rate 

• STD 
Health Outcomes 

Mortality (years of potential hie lost/00.000) 8.790 9.292 9447 

• Teen Pregnancy Low Birth Weight (3-yr avg %) 90% 92% 930% 

• Binge Drinking General Health Status (56farrpo or healthy 50% 250%% 2600% 

• Deaths due to diabetes Very Lo w13 Oh Weight (19 16% 10% 330% 

• Children Un/Improperly Infant M ortality (3-yr avg rate per WOO) 81 D8 117 

Restrained in a Crash Mortality Rate (3-yr avg rate per 00.000) 953 0 1053 0 972 6 

WEAKNESSES: 
Cardiovascular Deaths (per 00.000) 

Cancer Deaths (3-yr avg rate per 00.000) 

226 5 

2114 

237 9 

237 9 

295 6 

220 5 
• Pre-1950 housing Diabetes Melitus Deaths (per 00.000) 28 7 5.3 35 3 

• Diabetic HbA1 c testing Cerebrovascular Deaths (per 00.000) 47 0 450 487 

• Smoking During Pregnancy Suicide Deaths (per 00.000) 60 0 235 

• Deaths due to M °nerdy rate for ages 1. 11 yrs 668 86.4 952 

cardiovascular and cancer M ortality mte rouges 6 - 21yrs 70 4 300 '072 

• No Biennial Mammogram M onakty rates for ages 65. 4.870.1 4.711 4 5472 

• Jr Quality Hazard Index 
Lung Cancer Deaths (31t avg rate per 00.000) 688 77.4 716 

Female Breast Cancer Deaths (3•yr avg rate per 100.0001 1t1 17.3 205 

Prevalence of Asthma (%) 93 132 90 5 

Leading Causes of Prevalence of Diabetes (%) 113 128 577 

Death: 'Health Determinants 

Health Care Resources 1 
No Health Insurance 1%1' 210% 220% 940% 1 

Causes 74 Death 
4_464 1  - 14 M edicarf/Tenncere Enrollees (%) S 7% 9 6% 20.20% 1 

!cause of Death Bale Raid M edicat Doctors Per Capita (per 130.000) 246 1 714 55 7 
At-Wefts 22 5 1 

Veh.cie Accicier, I • I 2 Dentists Per Capra (per 90.000) 522 27 9 32 

1.4.8onnetionrAbnoimartres 7 3 3 Percent without Pneumococcal Vaccinations ow 742% 66 7% 7230% 

Al Other Causes 22 Percent without Influenza Vaccinations (%)' 594% 50 7% 59 30% 

ice., '5 • 2' r err: 
No Diabetic Eye Exams (%) 74 3% 722% 58.30% 1 

'Cause of Death Rate BILL 11  No Diabetic HbA k Testing (%) SO% 240% 1830% 1 

accidents 17 9 No Bienruar Mammography My 233% 29 3% 2330% 1 
Menmg4r; 6 

5 9 
Inadequate or No Prenatal Care (%) 407% 336% 550% 1 

AU Other Cane. 0 Month Prenatal Care Began 32 29 29 

Frst Tnm ester Prenatal Care(%) 593% 664% 7240% 

4,es 22 Children (0-8 yrs) with SA edicardrfenncare Coverage (%) 468% 523% 5460% 1 
Kettle Of Death Rae Rao 

_ 3,f et 116 8 1 Hospital Staffed Beds (per 1000) 36 21 2 1' 

-earl i..,sease 35 9 2 Licensed Nursing Beds (per 100065.) 448 567 61 

Accident. 469 3 of PrimaryCare MDs 7.703 Er 8 1 
'Chronic Lower Respirator) 30 6 
Liver l COM* 211 

a of Psychiatric Specialists 684 1 0 

Chahar. Mollefiis IA Inpatient Discharge Rate (per 1000) - Total 263 112 1 TS 9 1. 

IlrifIdenza Pneumonia 153 7  Health Behaviors (continued) 1 
Soc.. 11 1 8 

Cigarette Smoking 1%)' 230% 280% 2890% 1 

ICeretrovascu ar Disease 11 6 9 

Viral Hepatitis 3 Smoking During Pregnancy (%) 16.3% 29.8% 37 30% 1 

Al Other Can. 91 1 Physical Inactivity ow 300% 330% 3840% 

Overweight/Obesity (%B M I > 251' 678% 678% 67.90% 1 

-es 65• Obesity (%13M I > 30)' 320% 35.0% 3400% 1 
keuse of Death HAM Rank! Low Fruit and Vegetable Consumption (%e5 a day)' 76 7% 73 0% 76.60% 1 
Heart Ones. 1153 9 

Binge Drinking Mr 00% 5.0% 790% 1 Can:ei 134.2 2 

IChreric Respzratori Itti 2 3 Sot Children (04)W/improperly Restrained in a Crash 145% 52% 740% 1 
Influenza & Pneumonia 307  2 4 
Anttssnws Dowse 273 1 5 

Teen Birth Rate (per 1000) 37 3 34 4 49 

IC eretro.ascular Disease 218 6 Sexually Transmitted Diseases (per 00.000) 446 50 138 1 

AcOrientS 105 8 7 Violent Cnme (per 1:00.0001 667 0 290 240 

Ciaheres fAeilitus 102 4 8 Motor Vehicle Crash Deaths iper 130.000) 
Uponano 75 1 9 

Unmemed M other Birth Rate (%) 44 56 42 7% 4160% 1 
IPne.no-ieis 63 
All Other Cause. 1031 Injury-related Mortality (3-yr avg rate per 130.000) 537 501 75.6 1 

Young Driver Crash Rate 0.24 159 94 6 23.5 

Elderly Drive Crash Rate (65.:, 313 24 28.8 

Homicides (per 00.0001 8 40 0 1 
All accidental deaths per 00,000 population 52 467 537 1 

Average Fedora),  Rate In Alchohol-Related Crashes (per 00.000 
population) 69 35 81 1 
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Cancer Incidence: 
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Birth Rate Trend: 

C,..11.13 Rap 
mr. 1 000 

.................. 

4111,11, gate 
OCO: 

Key Indicators of Health Status: 
Socioecomonic Factors 
High SchoolGraduation Rate (%) I 
Level of Education (%) 

Unemployment (%) 

Children (age 0 to 17) in poverty ratio (%) 

Divorce Rate (per 00000) 

Food Stamp Recipients (%of individuals) 

Poverty Rate (%of all ages) 

TemporaryAssistance for Needy Families (%of individuals) 

High School Dropout Rate 

Average Annual Wage 

Physkal Environment 

86 0% 

832% 

8 8% 

26 5% 

4 3 

21.1% 

134% 

2.6% 

6.9% 

$ 36.576 

920% 

78 6% 

111% 

314% 

4 1 

22 3% 

206% 

11% 

67% 

$ 27962 

88.60% 

75.90% 

8 13% 
30.30% 

18 

17.70% 

2150% 

1.0% 

7.13% 

$23.987 

t i 

.1 
i a 

1 

i 

I a 

1 

.1. 

I 

i 

Alf Quality Cancer Risk (per 1000,000) 4.6 31 24.1 I a 

Air Quality Hazard Index (per 1000.000) 14 9 1 2 8 I a 

Air Quality- Fine Particulate M atter in Air (3 yr avg M grm3i' 132 27 115 1 

Ozone Level (ppb).  0.062 0.063 0.082 1 

Nitrate Levels in drinking water (mg/L) 050 160 1 

Pre-1350 Housing (%) 1 118%010  13 4% 23 60% 

Lead Poisoned Children (%) 0.84 nra 090% 1 

Chdd Abuse and Neglect (rate per 1000) 55 4 9 52 1 

Communicable Diseases 1 

Hepatitis A (per 00.0001 03 00 n/a 1 

C ampyto bacter Infection (per 130.000) 7.2 6 8 nra 1 
Salmonella, Non Typhoid (poi 00000) 17.6 34 n/a , 

Shigellosis (per 00.000) 3.3 00 n/a 1 

AIDS/HIV (per 00.000) 293 82 nra 1 

Pnmary and Secondary Syphdis (per 00.000) 4.3 00 n/a 1 

Penicillin-Sensitive Streptococcus pneumoniae (per 130,300) 0.0 00 n/a 1 

Group 8 Streptococcus (pert() 000) 6.2 00 nra 1 
Chiamydia (per 130.0001 517.3 164 3 rile 1 

Gonorrhea (per 00.000) 1449 27 1 nra 1 

• •••••-•••• 

CARTER COUNTY, TN 2015 COUNTY SNAPSHOT 
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CARTER COUNTY, TN 2015 COUNTY SNAPSHOT 

Inpatient Projections 
2014 2019 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 71 68 -3.50% 69 -3.20% 

Cardiology 622 539 -13.30% 477 -23.20% 

Cardiology Intervention 248 226 -8.90% 209 -15.70% 

Endocrinology 159 126 -20.90% 113 -29.00% 

ENT Surgery 11 10 -6.80% 10 -11.90% 

Gastroenterology 646 611 -5.40% 599 -7.30% 

General Medicine 633 635 0.30% 594 -6.20% 

General Surgery 364 352 -3.20% 342 -6.20% 

Gynecology 55 50 -8.40% 47 -13.90% 

Hematology 96 93 -2.80% 95 -0.80% 

Neonatology 199 184 -7.50% 172 -13.50% 

Nephrology 330 305 -7.50% 276 -16.30% 

Neurology 318 316 -0.70% 321 1.00% 

Neurosurgery 125 122 -2.10% 122 -2.10% 

Normal Newborns 242 249 2.90% 246 1.50% 

OB Deliveries Sections 141 121 -14.50% 111 -21.20% 

OB Deliveries Vaginal 275 288 4.80% 286 3.90% 

OB Other 45 43 -4.50% 42 -7.30% 

Oncology Medicine 121 117 -3.10% 107 -11.20% 

Oncology Surgery 35 35 -0.70% 33 -5.70% 

Ophthalmic Medicine 7 6 -11.50% 6 -16.80% 

Ophthalmic Surgery 2 2 -11.70% 2 -11.50% 

Oral Surgery 7 7 -6.60% 7 -6.10% 

Orthopedic Medicine 84 84 -0.40% 84 0.40% 

Orthopedic Surgery 355 373 5.10% 379 6.80% 

Otolaryngology 32 28 -12.80% 27 -16.60% 

Plastic Surgery 14 13 -6.70% 12 -16.70% 

Psychiatry 462 513 11.00% 486 5.30% 

Pulmonary 905 781 -13.60% 741 -18.10% 

Rehabilitation 89 75 -16.30% 80 -9.70% 

Rheumatology 29 27 -6.20% 27 -7.50% 

Substance Abuse 62 64 3.30% 62 0.00% 

Thoracic Surgery 52 49 -6.30% 47 -9.90% 

Trauma Medical 26 24 -8.40% 24 -7.40% 

Urology Medicine 25 22 -10.50% 22 -13.80% 

Urology Surgery 60 56 -6.10% 53 -12.40% 

Vascular Surgery 102 99 -2.60% 96 -5.70% 

Womens Other 4 4 -8.90% 3 -20.80% 

Grand Total 7,053 6,719 -4.70% 6,428 -8.90% 
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Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 28,480 28,487 0.00% 27,274 -4.20% 

Home 62,251 72,114 15.80% 78,595 26.30% 

Hosp OP/ASC 70,077 74,750 6.70% 75,887 8.30% 

Office/Clinic 378,290 403,160 6.60% 388,891 2.80% 

Other 27,103 29,580 9.10% 30,021 10.80% 

SNF 1,708 1,850 8.30% 1,945 13.90% 

Urgent/Retail 666 699 5.10% 668 0.40% 

Virtual 7,613 31,509 

Grand Total 568,574 618,252 8.70% 634,791 11.60% 
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CARTER COUNTY, TN 2015 COUNTY SNAPSHOT 

Interview Highlights: 

INTERVIEWEES:  

• Seventeen (17) individuals 

KEY FINDINGS:  

• Average rating of health status is 4.7, with a range in responses of 2.5 to 7 
• Top health issues are: 

o Obesity 
o Smoking/Tobacco Use 
o Diabetes 
o Substance and Prescription Drug Abuse 

• Additional health issues are: 
o Physical Inactivity 
o Poor Nutrition 
o Education 
• Poverty 
o Cardiovascular Disease 
O Cancer 
o COPD 
o Asthma 
o Shift in family culture/norms 
o Transportation barriers 
o Access to dental care 
o Built environment for physical activity 
o Cultural barriers (pride, trust) 
o Fast food culture 
o High cost healthy food 
o Hypertension 
o Stroke 
o Immunizations 
o Literacy 
o Prenatal care/education 
o Teen pregnancy 
o Utilization of health screenings 

• Ideas to improve these conditions include: 
o Smoking Cessation Programs 
o MSHA Mobile Health bus travel to Roan Mountain 
o Increase community health events 
• Community Paramedic Program 
o Cooking education classes 
O More public healthcare initiatives for free healthcare and screenings 
o Low cost or free exercise programs/opportunities 
O Low cost or free nutrition coaches 
o Local farmers markets 
o Support groups for grandparents raising grandchildren 
o Organizational collaboration 
o Healthcare navigators/care coordinators 
o COPD clinics 
o Urgent care clinics 
o Care transition coordination 
o Tighter legislation on tobacco products 
o Better promotion/marketing of health programs and services  
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o Legislation on artificial sugar substances 
o Additional mental health services 
o Parenting skills classes 
o Community gardens 
o Repeal TN pregnancy criminafizafion legislation 
o Project Access 
o Promote health education to younger populations 
o Inpatient and outpatient substance abuse treatment programs 

Sources: Local esources: 

• Medstot • Local Health Clinics 

• County Health • Free blood sugar testing at local community events 

Rankings • MSHA Mobile Health bus 

• TN Advisory • Company wellness programs 

Commission on • Coordinated School Health 

Intergovernment • Carter County Health Council 

al Relations • Carter County Health Deportment 

• TN Dept of Health • Walking trails/Tweetsie Trail 

• BRFSS • Healthy Tennessee / Small Starts 

• TennCare • Tennessee Education Initiative 

• Kidscount • Carter County Anti-Drug Coalition 

• TN Dept of Safety • TNCEP 

and Homeland • Tobacco Settlement Fund 

Security • TIPS-Maternal Smoking Cessation Program 

• EPA - ReadNPlay 

• CDC Wonder • Mommy and Me Support Group 

• TN Dept of • Red Legacy 

Environment & • Project Access 

Conservation • MSHA Health Resources Center 

• Childhood Lead 
Poisoning 
Prevention 
Program 
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Population by Age Group 

Demographic Highlights: 

■ Large elderly population 
compared to TN and US 

Declining rate of females 
of child-bearing age 
expected 

■ Low average household 
income level (19.0% of 
households make less than 
$15,000) 

■ Lower level of educational 
attainment compared to 
state and country (7.6% 
with no high school 
education compared to 
5.9% nationally) 

• Low level of diversity 
compared to state and 
national 

Key Statistics: 

2015 Total Population 65,763 6,735,022 321,369,000 

% Change 2015-2020 -0.2% 5.5% 4.1% 

% of Population 65+ (2015) 20.0% 15.6% 14.9% 

% Minority (2015) 7.2% 26.1% 38.3% 

Total Male Population 32,312 32,269 -0.1% 

Total Female Population 33,451 33,358 -0.3% 

Females, Child Bearing Age (15-44) 11,327 11,036 -2.6% 

Age Distribution and Population Projections: 

Service Area Map: 

let.....ge 

worn love. 

GREENE COUNTY, TN 2015 COUNTY SNAPSHOT 
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Local Health Highlights: 
STRENGTHS:  

• High School Graduation 
Rate 

• Infant Mortality 

• Binge Drinking 

• STDs 
• Violent Crime Rate 
• Young Drive Crash Rate 

WEAKNESSES:  

• Poverty Rate 

• Pre-1950 Housing 

• Deaths due to 
cardiovascular, cancer, 
cerebrovascular, injuries, 
and diabetes 

• No Biennial Mammogram 
• Smoking During 

Pregnancy 

Leading Causes of 
Death: 

Key Indicators of Health Status: 

County: Greene, TN 

M °daily (years of potential life to stf 100.000) 

loweinh Weight (3-yr or g 

General Health Status (%far1 poor health)' 

Very LowBirthWergrt (%) 

infant M onalty (3-yr .9 rate per  WOW 

M ortally Rate (3yr ar g rale per 100,000) 

Cardova. ular Deaths (per 130000) 

Cancer Deaths (3-yr aro rate per 100.000) 

Diabetes M MMus Deaths (per 100,003) 

Cerebrovascular Deaths (per 100,000) 

Sucide Deaths (per 1013000) 

o natty rate o r ages 1-14ns 

M °natty rate for ages 15- 2tyis 

M o natty rates for ages 65. 

Lung Cancer Deaths (3-yr we rate per 100,000) 

F emale Brea. Cancer Deaths (3,0 aro rate per 100,000) 

alert e of Asthma (90 

Pre, alenc e of Diabetes (%) 

201 ?. Pc,a,:iat:o!) 

TN Greene 2010 Des i 

Health Outcomes 

Health Determinants 

No Health Insurance (90* 

It edited/Tem( are Enrolees (%) 

M edit al Do ct ors Per Capita (per 1)0,000) 
Dentists Per Capita (per *0000) 

Pert ell without P neumo co c cal Vert nations (%)* 

Pert eft viehout Influenza Vac c nations (%)* 

No Diabetic Eye Exams (90 

No Diabetic HbA 1c Testing (90 

No Biennial M amrnography (%). 

hadequate or No Prenatal Care(%) 

Month Prenatal Care Began 

First Tnmester Prenatal care (%) 
Children (0-18 yrs) vioth M ecicadlTemcare Coverage (%) 

Ho swat SI atted Beds (per 1,000) 

licensed Nursing Beds (per 1,000 65.) 

of Primary Care M Ds 

of Psychiatric Spec *lists 

inpatient Discharge Rate (per 1000) - Total 

Health Behaviors (continued) 
i; oaten e Smoking (%)* 

Smoking During Pregnancy (%) 
Pb/sic at Inactivity (9(3' 

OveroectitiObeSity (% BM 1 v 25) 

Obesity (%8M I 30)' 

lows rut and Veget able Consumption (9,5 a day)' 

Binge Drinking (%). 

%of Chitdren (04) LhIlrnproperly Restrained in a C rash 

Teen Birth Pale (per 1,000) 

&mak Transmated Diseases (3yr aig per 13,000) 

voiert C rime (per 100,000) 

M otor vent ie Crash Deaths (per 100,000) 

Urmamed M other Birth Rate (90 

Injury-related or1 ality (3-yr eig rate per 100,000) 

Young Driver Crash Rate 15- 24 

Eltlerk Dine Crash Rate (65.) 

Horn, ides (per 100,000) 

Al acc Oen!al deaths per 100,000 poputation 

Average F atakty Rate in A lchohol-Related Crashes (per 100,000 

Pooulaton) 

170% 1640% 

*3% 20 20% 

119 1 137 3 

291 465 

66 7% 72 30% 

493% 5930% 

722% 4990% 

180% 1160% 

29 3% 23 30% 

370% 950% 

29 29 

630% 6770% 

44 8% 48.20% 

38 26 

409 448 

36 59 

8 5 

1215 1417 

19(1% 28 90% 

298% 3190% 

340% 38 40% 

678% 67 90% 

320% 33.00% 

730% 76 60% 

40% 7 90% 

10 2% 7 90% 

43 2 60 

190 141 

373 0 743 

24 24 

491% 44 20% 

738 87 7 

108 3 132 4 

317 312 

40 3 

72 64 1 

51 705 

210% 

107% 

246 1 

52 2 

74 2% 

594% 

74 3% 

160% 

23 3% 

40 7% 

30 

59 3% 

46 8% 

36 

44 8 

7,703 

684 

126 3 

Health Care Resources 

230% 

16 3% 

30 0% 

67 8% 

32 0% 

76 7% 

100% 

14 5% 

37 3 

446 

667 0 

19 

44 1% 

53 7 

116 9 

313 

52 

69 

8,790 

90% 

19 0% 

16% 

81 

953 0 

226 5 

214 4 

28 7 

47 0 

150 

668 

70 4 

4,870 1 

688 

141 

93 

1100% 

10,052 

10 7% 

230% 

10% 

46 

1,2389 

302 1 

282 4 

38 2 

54 4 

220 

90 

314 

5,0413 

1023 

138 

132 

12 00% 

9,870 

850% 

22% 

100% 

78 

9811 

326 7 

237 8 

29 8 

58 2 

225 

311 

135 2 

5300 8 

85 1 

34 8 

128 

1100% 

< • , 
Ickuse_st.Lieatt 
Accidents 

Cancer 

Congenital 
Mallomminona 

Ail Other Causes 

   

Rate 1720, ll 

61 

1 2 

   

 

3 

 

   

Ages '5 - 21 ea••..7  

reuse of Deeds Rote Rank) 

Accidents 26 3 1 

10 5 2 

Septicemia 5 3 3 

cancer c 3 3 

urcrde 5 2 4 

All Other Causes 15 7 

Aces 22 - 64 

[Cause of  Death 
dancer 

Heart c•seases 

Accidents 

esprator, 

Surcode 

4.C.rrhos,s 

Diabetes 

Septicemta 

,-,Iu•Pneumonia 

All Other Causes 

Ages 65. 

(Cause of Death 

Heart diseases 

Cancer 

Respiratory 

Respiratory 

Cerebicesecular 

1-1u,Pneumonia 

Alzheimer, 

Diabetes Mellitus 

Accidents 

Nephritis 

All Other Cause. 

Rose Rand 

163 8 1 

119 1 2 

814 3 

377 4 

254 5 

2C 1 6 

20 7 

13 1 1 

13 9 

12 3 

139 4 

Rallt Rants 
1375 1 

1107 5 2 

431 5 3 

354 25 4 

319 3 5 

109 9 

158 2 7 

143 8 8 

141 9 

115 1 10 

701 3 

GREENE COUNTY, TN 2015 COUNTY SNAPSHOT 
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Cancer Incidence: 

Ago-Ad ..ted Can,•• 1..cide.o• R•ies 
1000001 

0011-040010 Can. 10010. RUM 
HM 100.000 

00• .011.4110 Can.,  10.5 0y Rs. 
low 100 000 .1.1 

• 

Birth Rate Trend: 

CNC,. Iihriti Rift 
101,1.0001 

.................... 

twon Rawl Ral• 
to." 0001 

1,7 

GREENE COUNTY, TN 2015 COUNTY SNAPSHOT 

Key Indicators of Health Status: 

Socioecomonic Factors 
Nigh School Graduation Rate (%) 860% 940% 9340% 

Level of Ecluc ation (%) 832% 792% 7590% 

Unemployment (%) 88% 103% 1090% 

C nildren (age 0 to 17) in povenyratio (%) 265% 378% 2950% 

Divorce R ate (per 100.000) 4 3 5 1 5 7 

Food Stamp Recipients (% of incliviciraisi 211% 19 4% 8% 

P oyertyPate (% of ail ages1 84% 244% 1780% 

Tempo raryAssistanc e tor Needy F an Hies 26% 16% 170% 

High Sc hoot Oro po tt Pate 69% 19% 190% 

Average Annual VVage S 36.576 S 32.331 $ 31,490 

Physical Environment 
Air Quality C ancer Pisk (per 1,000,000) 

Air Quality H azarcl ince% (per 10[0000) 

Air Qualrty Fine Panic ulate M atter in Air (3yr ayg M g/m3)* 

Ozone Level (ppbr 

Nitrate Levels in dnr*Ing water (m gtL) 

Pre-1950 Housing (%) 

Lead Poisoned Children (%) 

4 6 

14 

132 

0 062 

070 

1% 18 

01% 

34 

84 

128 

0 063 

130 

16 0% 

rua 

226 

22 

135 

0 082 

280 

e70% 

020% 

Child Abuse and Neglect (rate per 1000) 55 44 48 

Communicable Diseases 
H epatitis A (per 160,000) 03 00 rva 

C am pyto bac ter int ectio n (per 00,000) 72 45 r J3 

Saim °nen& N on Typno la (per 1C0.000) 176 211 rya 

Shigellosis (per 100,1300) 3 3 0 0 a/a 

AIDS/tilv (per 100003) 293 77 n/a 

P nmary and Seco nclarySyprolis (per 100.000) 43 45 nia 

P enic iliin-SenSitrve Streptococcus gpeumonae (per 00.000) 0 0 0 0 n/a 

Gro up B Streptococcus (per 100,000) 62 106 Na 

C. tiarnyila (per 100.000) 517 3 2157 Na 

Gonorrhea (per 100,000) 144 8 211 Na 

• • • • . 
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GREENE COUNTY, TN 2015 COUNTY SNAPSHOT 

Inpatient Projections 
2014 2019 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 91 94 3.10% 100 9.30% 

Cardiology 760 654 -14.00% 553 -27.20% 

Cardiology Intervention 259 239 -7.80% 223 -13.80% 

Endocrinology 229 181 -20.80% 163 -28.70% 

ENT Surgery 22 21 -2.40% 21 -2.50% 

Gastroenterology 733 694 -5.30% 691 -5.70% 

General Medicine 788 797 1.20% 750 -4.90% 

General Surgery 550 546 -0.70% 538 -2.20% 

Gynecology 

Hematology 

52 

72 

49 

71 

-5.90% 

-1.40% 

47 

73 

-9.00% 

1.90% 

Neonatology 249 231 -7.40% 216 -13.30% 

Nephrology 387 362 -6.30% 324 -16.30% 

Neurology 444 441 -0.60% 451 1.70% 

Neurosurgery 154 148 -3.90% 147 4.40% 

Normal Newborns 389 402 3.20% 398 2.20% 

013 Deliveries Sections 185 159 -13.80% 148 -20.20% 

013 Deliveries Vaginal 429 453 5.60% 452 5.30% 

08 Other 38 36 -4.40% 35 -7.00% 

Oncology Medicine 131 125 -4.90% 112 -14.20% 

Oncology Surgery 44 44 0.80% 44 -0.90% 

Ophthalmic Medicine 3 3 -4.60% 3 -3.90% 

Ophthalmic Surgery 2 2 -15.90% 2 -22.20% 

Oral Surgery 11 10 -11.80% 9 -17.10% 

Orthopedic Medicine 90 88 -2.30% 87 -2.90% 

Orthopedic Surgery 565 596 5.40% 605 7.10% 

Otolaryngology 45 39 -13.40% 36 -19.10% 

Plastic Surgery 15 15 -1.40% 14 -6.90% 

Psychiatry 468 519 10.80% 496 5.90% 

Pulmonary 1,359 1,152 -15.20% 1,071 -21.20% 

Rehabilitation 167 138 -17.10% 149 -11.00% 

Rheumatology 38 37 -2.60% 37 -3.20% 

Substance Abuse 40 42 4.60% 41 3.20% 

Thoracic Surgery 34 33 -1.80% 32 -4.60% 

Trauma Medical 34 33 -2.80% 34 0.20% 

Urology Medicine 26 23 -12.70% 21 -19.30% 

Urology Surgery 65 61 -6.00% 57 -12.40% 

Vascular Surgery 137 136 -0.80% 137 0.20% 

Womens Other 4 4 -6.50% 3 -17.80% 

Grand Total 9,109 8,678 -4.70% 8,321 -8.60% 
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Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 38,850 39,090 0.60% 37,609 -3.20% 

Home 103,040 120,440 16.90% 131,920 28.00% 

Hosp OP/ASC 135,865 147,630 8.70% 149,508 10.00% 

Office/Clinic 561,214 598,528 6.60% 577,772 3.00% 

Other 28,381 30,833 8.60% 31,028 9.30% 

SW 1,660 1,795 8 20% 1,892 14.00% 

Urgent/Retail 560 589 5.10% 575 2.60% 

Virtual 13,032 52,023 

Grand Total 869,570 951,936 9.50% 982,326 13.00% 
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Demographic Highlights: 

• Large elderly population 
compared to TN and US 

• Large declining rate of 
females of child-bearing 
age expected 

• Large disparity between 
genders (males account 
for 54% of total vs. females 
at 46% of total) 

• Unemployment rate 
above national rate 

• Low average household 
income level (21.6% of 
households make less than 
$15,000) 

• Lower level of educational 
attainment compared to 
state and country (11.3% 
with no high school 
education compared to 
5.9% nationally) 

• Low level of diversity 
compared to state and 
national 

Service Area Map: 

Age Distribution and Population Projections: 

Population by Age Group 

JOHNSON COUNTY, TN 2015 COUNTY SNAPSHOT 

Key Statistics: 

2015 Total Population 19,356 6,735,022 321,369,000 

% Change 2015-2020 -0.8% 5.5% 4.1% 

% of Population 65+ (2015) 20.5% 15.6% 14.9% 

% Minority (2015) 5.8% 26.1% 38.3% 

Total Male Population 10,358 10,273 -0.8% 

Total Female Population 8,998 8,934 -0.7% 

Females, Child Bearing Age (15-44) 2,836 2,745 -3.2% 
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164% 
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90% 

16% 

81 
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2144 

28 7 
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150 
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704 
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M1 

93% 

111116 

94E8 

54% 

27 0% 

07% 

38 

1.0434 

2. 

248 3 

26 7 

213 

SO 

nn 

67 6 

4.675 9 

775 

M3 

62% 

8% 

119230 

11Pes. 

285% 

30% 

154 

979 

:l17 1 

202 9 

326 

65 I 

54 

19 6 

104 

5116 4 

79 2 

18 1 

102% 

CO% 

'Cause of Death 

Cancer 

Heart Disease 

Respratery 

nu,Pneumonia 

Alzheimer's 
Disease 

Diabetes 7.1e8tus 

Cerebrovascular 

Parkinson s 

Pneumonars 

Accidents 

Aortic Aneurysm,  

Dissection 

Suicide 

All Other Causes 

Bata &nisi 
1090 1 1 

9566 2 

315 6 3 

229 4 

172 1 5 

143 4 6 

114 7 

86 1 8 
86 1 8 
86 1 8  

574 9 

23 , 10 

1319 5 

JOHNSON COUNTY, TN 2015 COUNTY SNAPSHOT 

Local Health Highlights: 

STRENGTHS:  

• STD 
• Crime Rate 
• Low Birth Weight 
• Cerebrovascular Deaths 
• Binge Drinking 
• High School Drop Out 

WEAKNESSES:  

• No Health Insurance 
• Prevalence of Asthma 
• Vaccinations 
• Smoking during 

Pregnancy 
• Deaths due to 

cardiovascular, cancer, 
and injuries 

• No Biennial Mammogram 
• Prenatal Care 
• Teen Birth Rate 
• Poverty 
• Level of Education 

Leading Causes of 
Death: 

Kausit_oLDffialb Bele Rand 
All Causes 0 1 

pa-- 
Rouse of Death Rein -= I 
Accidents 67 1 

Al Other Causes 0 5 

Ages 22 - 63 

1301.8 Rank  

14.43 1 

54 1 2 

451 3 

271 4 

18 5 

18 5 

90 3 

Key Indicators of Health Status: 

County: Johnson, TN 

!Health Outcomes 

ortakry (r3t,illpitent al ire r , 1' 

no/ !ink Wight +40 %1 %i 

General*. e3lt 51411/5 rt.,' 3 tiSu •teatm.  

veryLer, vve.grtoo 

infant M Ok miry (3.f el rgepe• 1.0(03) 
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Carne' Deit„, 13 s .1,pu.  1:0133:1 

DetstesMermus Deaths seer 00.03131 

Cerebtovm r t.lar Deaths (per 87 0001 

Sun.40e Dean: (per  VC 0031 

61nrcuiy rare, r loaf. 1. U his 

Monak4 rare•Cr ages 15- 2' yrs 

luellality rates 03 • ages 65. 

Lurg Gant, Deans (3)/ avg -ate pe.  InC 0)(i 

F ern ale 8 react 2 Wei oeres (ag wg rale per 1(timf 

Prevalence 3tAS11.31%; 

Prevalence 1 r Conn m es ;'ti 

'Health Determinants  

Health Care Resources 

f4,1,,th -suta, e 

Po mit aiclrienic are Enmi ees s; 

M eat. al  Do (Au, Per C al.fla 1(0.:(0' 

tie" Dr Oa' i 

P atentrr,lno J1 P neumoc ci cc a vac .r Nuns 

P erc ent vntno a 

Nc Diabetic 6 Eicarns 1%) 
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Health Behaviors (continued) 

KILIISIL..2L12,0113 
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Maail D  
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Suicide 

Homicide 
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Ages 55+ 
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53% 38 9% 319% 

300% 3:0% 384% 

67 8% 679% 679% 

32 0% 320% 310% 

76 7% 730% 415% 

U crs, trk 7 9% 

165% 7 Pr. 125% 

373 495 375 

446 134 830 

607 0 454 0 4300 
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44 76 408% 44 8% 

537 715 914 
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313 24 8 24 1 
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52 533 651 
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Key Indicators of Health Status: 

Socloecoinonic Factors 

ki ign School GraOttation Rate (Tin 860% 890% 903'4 

Level of Education (%) 832% 7008 633% 

Unemployment (%) 8 8% 8 0% 9 7% 

Chldren (age 0 to 17)in povertyrabo (%) 265% 370% 325% 

Oworce Rate (per 1)0.000) 43 43 32 

Food Stamp Rec 'pent s (% of inctvicuais) 21 t% 255% 282% 

P overtyR ate moral ages) 

remporaryAssistance tor NeelyFam dies 18  2 6%4  

26 f% 

2% 

25 8% 

23% 

H ign Sc nool Dropott Rate 69% 23% 68% 

AverageAnnual Wage $ 36576 S 24.806 $ 20,785 

Physical Environment 

Air Cualify C anc a Risk (pa 1.000.003) 46 23 *6 

Air dimity H mans indec (per 1.000.000) 14 49 10 

Air Quality- Fine P articulate IV atter inA v (3y,  avg Ai grrn 3r 132 1)0 t75 

Ozone Level (ppbr 0 062 0 063 0 1 

N 'trate Levels in onnking water (m grt. Avg ) 070 0 51 0 78 

P re-950 Houstng (%) 118% 1516 190% 

Lead P Olson.) Chili:men (%) 016 Na 05% 

Chia A Cus e arc N eglect (rate per 1.(00) 55 116 00 

Communicable Diseases 

H ep3005 A (per 130,000) 03 0 0 Na 

C an rn,tobac ter infect io n (per 130,000) 72 00 Na 

Saimo nella N on Typrio id (per 1)0.000) 176 00 Na 

Shigellosis (per 100.030) 33 00 N a 

A IDS/H IV (per 100.0001 293 97 ry a 

P nm wand Sec o nctarySyphlis (per 1)0.000) 4 3 00 N a 

P erot Min-Sensitve Streptococcus pneumonee per 00.030 / 00 00 N a 

Grow El Sueplococcus (per 130.000) 62 55 rV 3 

Changes (per 100.000) 517 3 889 Na 

Gonorrhea (per 100.0001 144 8 00 Na 

Birth Rate Trend: 

: 

******************* 

• 

44. 

Cancer Incidence: 

4,..1,0441 CS,' InC414,4. 4rtes 
I1, 100.0]q 

4.24,0,41•4 qztes 
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Al*A0m. Calm Menai. flaw 
.ior 100010 WNW 

JOHNSON COUNTY, TN 2015 COUNTY SNAPSHOT 

Page - 46 - 

SBH-KINGSPORT 002139 SBH-KINGSPORT 002139



JOHNSON COUNTY, TN 2015 COUNTY SNAPSHOT 

Inpatient Rrojectio 

2014 2019 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 27 27 -1.20% 27 0.90% 

Cardiology 242 209 -13.40% 186 -22.90% 

Cardiology Intervention 99 91 -8.40% 85 -14.00% 

Endocrinology 49 39 -21.30% 35 -29.50% 

ENT Surgery 6 5 -11.30% 5 -15.00% 

Gastroenterology 234 219 -6.50% 213 -8.80% 

General Medicine 224 224 0.00% 208 -7.00% 

General Surgery 166 154 -7.40% 149 -10.30% 

Gynecology 13 12 -9.10% 11 -15.10% 

Hematology 28 28 -1.70% 28 1.20% 

Neonatology 61 55 -9.10% 51 -16.70% 

Nephrology 96 90 -6.70% 79 -17.70% 

Neurology 138 135 -1.90% 138 -0.40% 

Neurosurgery 46 44 -4.30% 43 -5.80% 

Normal Newborns 91 92 0.60% 88 -3.10% 

08 Deliveries Sections 55 46 -15.50% 42 -23.20% 

08 Deliveries Vaginal 98 101 2.90% 98 -0.10% 

08 Other 8 8 -5.30% 7 -9.00% 

Oncology Medicine 54 51 -5.70% 46 -15.40% 

Oncology Surgery 15 15 -1.80% 14 -7.60% 

Ophthalmic Medicine 4 3 -15.80% 3 -24.50% 

Ophthalmic Surgery 1 1 -10.50% 1 -880% 

Oral Surgery 5 4 -10.40% 4 -11.60% 

Orthopedic Medicine 22 22 -0.90% 21 -3.00% 

Orthopedic Surgery 162 168 3.80% 169 4.40% 

Otolaryngology 11 9 -18.70% 8 -26.70% 

Plastic Surgery 7 7 2.00% 7 2.90% 

Psychiatry 159 173 8.80% 162 2.10% 

Pulmonary 319 273 -14.50% 257 -19.40% 

Rehabilitation 29 24 -18.40% 25 -13.60% 

Rheumatology 6 5 -8.60% 5 -12.90% 

Substance Abuse 15 15 0.10% 14 -5.10% 

Thoracic Surgery 21 20 -4.70% 20 -6.40% 

Trauma Medical 7 7 -6.40% 6 -7.20% 

Urology Medicine 6 5 -14.70% 5 -21.80% 

Urology Surgery 16 15 -9.10% 13 -18.20% 

Vascular Surgery 48 47 -2.00% 47 -3.10% 

Womens Other 4 4 -10.60% 3 -21.70% 

Grand Total 2,592 2,445 -5.70% 2,326 -10.30% 
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Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 8,849 8,688 -1.80% 8,148 -7.90% 

Home 20,858 24,071 15.40% 26,235 25.80% 

Hosp OP/A5C 19,681 20,789 5.60% 20,846 5.90% 

Office/Clinic 135,034 141,401 4.70% 133,637 -1.00% 

Other 23,929 25,945 8.40% 25,892 8.20% 

SW 490 531 8.40% 554 13.20% 

Urgent/Retail 121 125 3.50% 120 -0 20% 

Virtual 3,116 12,540 

Grand Total 208,961 224,666 7.50% 227,974 9.10% 
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JOHNSON COUNTY, TN 2015 COUNTY SNAPSHOT 

Interview Highlights: 

INTERVIEWEES.  

• Eleven individuals 

KEY FINDINGS:  

• Average rating of health status is 5.14, with a range of 3 to 7 
• Top health issues are: 

o Diabetes 
o Cancer 
o Obesity 
o Cardiovascular Disease 
o Behavioral/Mental Health 
o Asthma 
o Smoking/Tobacco Use 
o Inactivity 
o Poor Nutrition 
o Substance Misuse/Abuse 
o Education 
o Fatalism (feeling of no control of outcomes) 
o Geographic Isolation / Transportation Barrier 
o Built Environment 
o Poverty 
o Familial Dynamics (disrupted families, multi-generational living) 
o Lack of Activities/Resources 

• Ideas to improve these conditions include: 
o Better marketing of available health-related programs and resources 
o Comprehensive smoking cessation services 
o Enhance access to physical activity through built environment and physical 

fitness activities 
o Behavioral health services 
o Inpatient and outpatient substance abuse treatment 
o Recruiting specialists to area 
o Enhance telehealth services 
o Community engagement 
o Use churches to disseminate information 
o After school health programs for children 
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Sources: 

• Medstat 
• County Health 

Rankings 
• TN Advisory 

Commission on 
Intergovernmental 
Relations 

• TN Dept of Health 
• BRFSS 
• TennCare 
• Kidscount 
• TN Dept of Safety 

and Homeland 
Security 

• EPA 
• CDC Wonder 
• TN Dept of 

Environment & 
Conservation 

• Childhood Lead 
Poisoning 
Prevention Program 

Local Resources: 

• After School Programs 
• Anti-Drug/Action Coalition 
• Cancer Support Group 
• Coordinated School Health 
• Extended Hours Clinic 
• Frontier Health 
• Intensive Outpatient Program 
• Johnson County Health Council 
• Medical Mission 
• Pregnancy Support Center 
• Telemedicine 
• Tennessee Department of Health - Primary Prevention Initiative 
• Johnson County Health Department 
• UT-TSU Extension Service 

Page - 50 - 

SBH-KINGSPORT 002143 SBH-KINGSPORT 002143



Population by Age Group 

Demographic Highlights: 

• Large elderly population 
compared to TN and US 

• Declining rate of females 
of child-bearing age 
expected 

• Low average household 
income level (15.6% of 
households make less than 
$15,000) 

■ Low level of educational 
attainment compared to 
state and country (6.6% 
with no high school 
education compared to 
5.9% nationally) 

• Low level of diversity 
compared to state and 
national 

Service Area Map: 

Age Distribution and Population Projections: 

SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

Key Statistics: 

2015 Total Population 159,716 6,735,022 321,369,000 

% Change 2015-2020 1.0% 5.5% 4.1% 

% of Population 65+ (2015) 20.7% 15.6% 14.9% 

% Minority (2015) 6.6% 26.1% 38.3% 

Total Male Population 77,249 78,076 1.1% 

Total Female Population 82,467 83,193 0.9% 

Females, Child Bearing Age (15-44) 27,268 26,913 -1.3% 
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Local Health Highlights: 

STRENGTHS:  
• Unemployment Rate 
■ Medical Doctors 
• Decreased percentage of 

individuals with no health 
insurance 

■ Percentage of Children 
Uri/Improperly Restrained 
in a Crash 

■ STDs 

WEAKNESSES:  
• Prevalence of asthma 

and diabetes 
• Vaccinations 
• Smoking during 

pregnancy 
• Pre-1950 Housing 

■ Deaths due to 
cardiovascular, diabetes, 
cerebrovascular, cancer, 
suicide, and injuries 

Leading Causes of 
Death: 

Aces • • . ,ea-s 
'Cause of Death Rate ROWS I 
Meant Disease 1 12 1 

Cancer 12 2 

Anernta 4 12 3 

All Other Causes -1 12 

Aces '5 • 2' .ears 

[Cause of Death Rale 

53 6 

23 

53 5 

HETI 

Accidents 

Suicide 

AN whet Causes 

Aces 22 - 51 

1 

2 

Cause of a h Rate Rank 

Cancer 144 7 1 

Hean Disease 141 2 2 

Accidents 45 2 3 

Suicide 22 4 

Respaatory 22 5 

Cerebr,asc... a 15 I 

LiveriCetows 13 9 7 

Diabetes 1.1elin,,s 12 7 8 

Septicemia 81 9 

Viral Hepatls 7 10 

All Other Causes 119 1 

Rae ROMS 
1238 4 1 

1 .27 2 

Re,  449 7 3 

280 2 4 

256 5 

1 '54 6 

Diabetes Mosta 146 7 7 

Hypertension 1315 8 

Sesocemia 100 3 9 

ACcdents 10 

All Other Causes 1307 5 

Key Indicators of Health Status: 
County: Sullivan, TN 

TN Sullivan 2010 Desired 

Health Outcomes 

N. c tiain Arai s CI ,oiacial lee 0 st033 OCC) 

Low Elan Weight (3.0, w g 

Gene fM H e ael•  Stai.15 (%ia it o o• heae r). 

vor y Lo.8rh Weigh ; ./ .9 

8790 

90% 

80% 

16% 

9uos 

81% 

210% 

10% 

9860 

87% 

000% 

14% 

Infant Mc, 0.10y0 el a. g •ate der 1033. 81 92 91 

M Hain avg•ata Fe• 133032. 953 0 12813 9455 

attlioe assets C e alt. : !per 10: DOW 226 5 402 6 2809 

C ano et De alas f3 et at N,  E000:: 2144 2917 206 3 

Diabetes le epcas Deans (oe• E01333 297 350 312 

I. trete° to stu at Deaths (per 1;01101 47 0 564 546 

Suicide Deaths (per 000:0i 60 85 66 

M ertaldyr ate for ages' Pyre 668 65 24 5 

crialerate for ages 21 rs 704 1301 988 

'tale ytaie s 'air ages 65+ 4)370 52925 5,20203 

Cant et Dealt s 13-r ay g ride pe• 000031 688 93 6 719 

Farr ale E reaso C al.,  De aths G  tt  .0 1010 00185  X10 ) 111 171 96 

Pie, stem e e'4,116,•• 001 93% 02% 12 4% 

Pre. alenc e o • Chid. etc, (tir mix 140% 130% 

Health Determinants 

Health Care Resources 
No Health ,nootanto 210% 60% 179% 

edic 6081 enn:Ne tor !lee, (% 917% V 4% 13 

edicalOone rs Per C adna pair 8:8001 206 1 289 5 323 

Dentists P et C aorta ,pet 0:300) 52 2 612 938 

Pato vethois Pr eurr ocncai,accnahons 154.  74 2% 66 7% 67 3% 

Pato en: onhou: hf Illfet. s'acc•nahons 594% 507% 534% 

No DiabetiC Er Elam: 'la 743% 72 2% 636% 

No Diabeir eV. 1: Testing Oki 90% 00% 00% 

No 6 enmalli amm Irby OW 233% 23 3% 233% 

Inadequate or no Pena: al Care I'4) 407% 38 The 81% 

Miril•I Pr  er•alal C aro Began 32 29 

Fitst1 nrr ester Prenatal  C a•0 is, 59 3% 619% 676% 

C hacker. 03-8y.) men Med sidraiveare C av erage ;%; 468% 460% 449% 

Hosmai Siegel Eeds ipet • ;00) 36 67 47 

Licensed Nurs no Beds ipet 120E654, 

of Primary( are MD: 

448 

7703 

347 

102 

377 

130 

C of P litatrit Soo :Witt o 681 9 9 

Inpatient arse Pate (her '0001- Total 126 3 028 1312 

Health Behaviors (continued) 
C igaieue Smolnq iva• 230% 250% 304% 

Snwsny Dora g F te y(%) 93% 279% 298% 

Php. a In sole r0.4).  730% 310% 341% 

orsseightiCite10 (I% 9,11  ' 25) 679% 678% 679% 

Obes1,r5sP001, y 12 0% n% 11111% 

Lose F ru f and Vegetate' C.  or sun pier i5 a der 70 7% 730% :66% 

Binge C net rig L 0% 90% 85% 

%of C eider (04) 1.14moic pe fly Pei ha ,n a Crest 14 5% 53% 135% 

een 9,rte Pate Or 10.01 37 42 60 
Semali77•ans•rort. 17.. 416 198 94 

V401,111 f  rrre per ;.00) 667 0 5120 5313 

dor t,erurle C rash Dealers (per 3000. 9 6 22 

Unmarred No: net Bath Rate (.4) 44 1% 42 7% 398% 

Injury related MC la 4), (3 r arc oe•111.11300 53 7 6e2 819 

c Jr. g e•Crasn P ate 6 Z4 tlhn '.11:1$ 

Eldedy0rr,o Cras,oate (50. 313 28 5 2514 

Homicides per (ODA 8 32 13 

Mat :dental deaths per 133002 populet or 52 454 162 
As F a: ale, ate .nostb..11, sPelated Crashes (51 r  1)0000 
population' 15 ctl 

SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 
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SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

Cancer Incidence: 

Imo 4.•1 

IOW !MOO: 

40••••••:1, ste, -,74 :ea 

:^X 

IL • 

A...Wad Canto' Mau., .0.000 Ma.si 
']O0 

wa 

tir • • 

GOO 

• 

•••••••—••••0 .000 

1. • • 

Birth Rate Trend: 

....P. Rine 
r pee 040r 

................. . 

Teen Or•S• 00 Is 
I0•0 r.002. 

'•1••••• ...... 

4 

Key Indicators of Health Status: 

Socioecom onic Factors 

H 'grist n00,  Graduation Pate (%) 860% 900% 617% 

Level of E Mcation (%) 832% 827% 804% 

Unemployment i%) 88% 84% 58% 

Children (a;le 0 to 17)In poverty raic :11ii 265% 269% 224% 

Driorce Pate (per 1,000) 4 3 5 1 4 8 

Food Stamp Pet Ipents (% o I nividuals) 21 PA 88% 162% 

P overtyPate (% of al ages) 84% 132% 17 1% 

I amp° rary A ssistanc e for Needy F am iiies 26% 17% 19% 

8 tun $, h0 01 Di001.1 Rale 69% 36% 71% 

Aver 3ge A nnU3,  Wage $ 365/6 $ 35.000 $32,111 

Physical EI7Vil onment 

Air Quality C an( er Pisk (per L333.00C) 46 4 7 404 

Air QualtyHazaid Index (per 1000800) 14 47 37 

Air Ouality• F me Particulate Al atter in Au (3 yr .3, c m gm,  3)* D2 00 175 

Caone Levei (pro).  0 067 0 063 0 087 

N trate Levels in drinking water(mg(L Average) 07 04 06 

P re,  850 Housing (%) 118% 98% 8 4% 

Lem P cus o net' C Nioren (%) 0f'4 Na 07% 

C rile Abuse ancl Negle( I Vale 8e, 1800) 5.5 7 8 116 

Communicabk Diseases 

H (pall!, A ;per 00007) 03 00 Na 
C arn ppbat ter Int ection (per 1:10 000) 72 127 Na 

Salmonella, N on Tvplo la (per 00,000) f7 6 57 Na 

snigegosis (per 100,0)0) 33 00 Na 

ACISIH lv (per 100 ACO) 293 91 Ne 

Pnmary and Seco ndary Syphilis (per 0000) 43 06 Na 

Penic inin-Sen5 it tv e Streptoc occ us pneumoneee (per 100,0001 00 00 (Va 

Gru up B Streptococcus (per 00.0001  6 2 64 Na 

Crietnyvbei (per 00.000) 5173 259 8 r✓a 
Gonorrhea (per 130,030) 144 8 368 0/3 
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SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

Inpatient Projections 
2014 2019 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 237 240 1.30% 250 5.50% 

Cardiology 1 851 1,601 -13.50% 1,382 -25.40% 

Cardiology Intervention 594 552 -7.10% 519 -12.70% 

Endocrinology 508 402 -21,00% 362 -28.80% 

ENT Surgery 34 33 

1,606 

-1.80% 

-5.10% 

33 

1,592 

-2.10% 

-5.90% Gastroenterology 1,693 

General Medicine 1,716 1,738 1.30% 1,645 -4.10% 

General Surgery 1,204 1,161 -3.60% 1,141 -5.20% 

Gynecology 156 145 -7.00% 139 -10.60% 

Hematology 220 217 -1.50% 223 1.20% 

Neonatology 676 629 -7.00% 592 -12.50% 

Nephrology 920 855 -7.00% 762 -17.20% 

Neurology 986 979 -0.70% 1,010 2.50% 

Neurosurgery 428 416 -2.90% 414 -3.20% 

Normal Newborns 969 1,005 3.70% 1,000 3.20% 

013 Deliveries Sections 567 490 -13.50% 456 -19.60% 

08 Deliveries Vaginal 991 1,053 6.30% 1,055 6.50% 

08 Other 130 125 -4.00% 122 -6.10% 

Oncology Medicine 251 241 -4.00% 218 -13.20% 

Oncology Surgery 109 111 1.50% 108 -1.00% 

Ophthalmic Medicine 12 11 

1 

-12.20% 

-9.40% 

10 

1 

-18.30% 

-6.70% Ophthalmic Surgery 1 

Oral Surgery 18 

227 

17 

227 

-7.60% 

0.00% 

17 

231 

-6.90% 

1.80% Orthopedic Medicine 

Orthopedic Surgery 1,487 1,576 6.00% 1,610 8.20% 

Otolaryngology 88 77 -12.90% 74 -15.80% 

Plastic Surgery 37 34 

1,580 

-8.20% 

9.70% 

31 

1,502 

-16.10% 

4.30% Psychiatry 1,440 

Pulmonary 2,500 2,159 -13.60% 2,046 -18.20% 

Rehabilitation 433 338 -22.00% 351 -18.90% 

Rheumatology 73 71 

178 
, -3.30% 

3.30% 

70 

173 

-3.50% 

0.50% Substance Abuse 172 

Thoracic Surgery 153 145 -5.50% 141 -7.50% 

Trauma Medical 71 68 

4 

-4.30% 

2.30% 

69 

4 

-2.70% 

4.50% Unspecified 4 

Urology Medicine 66 58 -12.70% 53 -19.70% 

Urology Surgery 148 140 -5.10% 130 -12.00% 

Vascular Surgery 246 245 -0.60% 246 0.00% 

Womens Other 13 12 -4.90% 11 

19,794 

-12.20% 

-7.60% Grand Total 21,429 20,537 -4.20% 
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Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 93,692 94,233 0.60% 90,513 -3.40% 

Home 211,861 245,806 16.00% 267,901 26.50% 

Hosp OP/A5C 255,993 275,109 7.50% 281,172 9.80% 

Office/Clinic 1,497,314 1,605,147 7.20% 1,556,518 4.00% 

Other 72,130 78,500 8.80% 78,786 9.20% 

SNF 4,604 4,958 7.70% 5,181 12.50% 

Urgent/Retail 4,389 4,798 9.30% 4,586 4.50% 

Virtual 31,971 128,757 

Grand Total 2,139,982 2,340,523 9.40% 2,413,414 12.80% 
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SULLIVAN COUNTY, TN 2015 COUNTY SNAPSHOT 

interview Highlights: 

INTERVIEWEES: 

• 10 individuals 

  

KEY FINDINGS:  

• Average rating of health status is 3.6 h a range in responses of 1.5 to 8. 
• Top health issues are: 

o Obesity 
o Cancer 
o Diabetes 
o Cardiovascular Disease 
o Substance Abuse/NAS 

• Additional health issues include: 
o Smoking and Tobacco Use 
o Oral Health 
o Physical Inactivity 
o Behavioral Health 
o Education 
o Food Insecurity 
• Lack of Free Medical Center 

• Ideas to improve these conditions include: 
o Mobile dental clinic linked to dental providers 
o Collaboration across various health systems/programs to provide united 

approach/solutions 
o Engage business leaders 
o Consolidate efforts among stakeholders to maximize scarce resources 
o More city and corporate support 
o Community forum/Health Summit similar to 1999 Economic Summit 
o Education through public media campaign 
o Target kids 
o Invest more resources and leadership time and commitment to Healthy Kingsport 
• Collaborative Im•act Model  

Sources: 

 

Local. Resources: 

• Medstat 
• County Health Rankings 
• TN Advisory Commission 

on Intergovernmental 
Relations 

• TN Dept of Health 
• BUSS 
• TennCare 
• Kidscount 
• TN Dept of Safety and 

Homeland Security 
• EPA 
• CDC Wonder 
• TN Dept of Environment & 

Conservation 
• Childhood Lead Poisoning 

Prevention Program  

• Coordinated School Health 
• East Tennessee State University. School of Public Health 
• Friends in Need 
• Health Resources Center 
• Healthy Kingsport 
• Parish Nurse Program 
• PEAK (young professional organization) 
• Providence Medical Clinic 
• School System 
• Sullivan County Health Council 
• Sullivan County Health Department 
• United Way of Greater Kingsport, Health Safety & Stability 

Vision Council 
• YMCA 
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UNICOI COUNTY, TN 2015 COUNTY SNAPSHOT 

Demographic Highlights: 

• Large elderly population 
compared to TN and US 

• Declining rate of females 
of child-bearing age 
expected 

• Low average household 
income level (19.1% of 
households make less than 
$15.000) 

• Lower level of educational 
attainment compared to 
state and country (10.6% 
with no high school 
education compared to 
5.9% nationally) 

• Low level of diversity 
compared to state and 
national 

Service Area Map: 

- 

`'4 

--. 

e-' 

----I—I  
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Age Distribution and Population Projections: 

6 X0 

5 300 

, cro  

3 X,C) 
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Ca 

Population by Age Group 

• 20' 5 3 az0 5 2N 5 30r i. 3 c'h2 
2020 3 223 5 '48 5.08'I = 36' 
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Key Statistics: 

2015 Total Population 17,984 6,735,022 321,369,000 

% Change 2015-2020 -1.0% 5.5% 4.1% 

% of Population 65+ (2015) 21.9% 15.6% 14.9% 

% Minority (2015) 6.8% 26.1% 38.3% 

Total Male Population 8,824 8,741 -0.9% 

Total Female Population 9,160 9,072 -1.0% 

Females, Child Bearing Age (15-44) 2,962 2,855 -3.6% 
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UNICOI COUNTY, TN 2015 COUNTY SNAPSHOT 

Local Health 
Highlights: 

STRENGTHS: 

Key Indicators of Health Status: 

County: Unicoi, TN 
TN Uni Co 2010 Desired • STD 

• High school 'Health Outcomes 

graduation rate o dad, (years of potential life lost:130.000) 8790 9.655 13.961 

• Health Insurance Low Birth Weight (3-yr tog %i 90% 2 3% 77% 

• Percent of Children General Health Status (Nifair:poor healthl.  00% 22.0% 22 0% 

Un/Improperly Very Low Birth Weight (%) 16% 03% 3.0% 

Restrained in a Crash Infant M ortality (3-yr avg rate per 1.000) 81 76 7 

Mortality Rate (3-yr avg rate per D0.000) 953 0 1373 3 1046 80 

WEAKNESSES: Cardiovascular Deaths (3-yr avg rate per 23.000) 226 5 446 0 3682 

• Low birth weight Cancer Deaths (3-yr avg rate per 00.000) 214 4 300 4 2139 

• Pre-1950 Housing Diabetes Mellitus Deaths (3-r avg rate per 00.000) 28 7 35 6 368 

• Teen birth rate C eretvo vascular Deaths (3-yr avg rate per D0000) 470 672 43 7 

• Smoking During Suicide Deaths (per 00.000) 150 22 4 113 

Pregnancy Mortality rate for ages 1 It yrs 668 00 24 9 

• Deaths due to M octant, rate forages 15- 21yrs 70 4 00 016 

cardiovascular, Mortality rates for ages 65 • 4870.1 5.1412 589740 

cancer, diabetes, Lung Cancer Deaths (3-yr avg rate per 00.000) 68 8 tI3 4 637 

cerebrovascular, Female Breast Cancer Deaths (3-yr avg rate per 00.000) 14 1 21 27.9 

injuries and suicide Prevalence of Asthma (%l 93% 22% 24% 

Leading Causes of 
Prevalence of Diabetes 11.0% 20% 14.0% 

(Health Determinants 
Death: Health Care Resources 

No Health Insurance (40' 210% 18 0% 91.0% 

• - 
M edcaidrrenricare Ervolleesr36/ le 7% We 202% 

rC--CIuse of Death Rail 'Lci Medical Doctors Pr Carsta (par Dri .0) 246 1 49.1 537.9 

All Causes Dentists Per Capita (per 100.000) 522 27.3 60 7 

Percent without Pneumococcal VaccinatanS (%,). 742% 667% 67.7% 

Ages , 5 - 2, eirs Percent without Influents Vaccinations (%r 59.4% 50.7% 55 3% 

IcillaiL2L221th Raw BantsI No Diabetic Eye Eiams (%) 74.3% 722% 64.0% 

All Causes 0 1 No Diabetic HbA tc Testing (%) 50% 110% 2.5% 

No Biennial M arnmography (%Y 213% 29.3% 251% 

Ages 22 -  54 Inadequate or No Prenatal Care 1%) 40.7% 325% 6.4% 

'Cause of Death Rate anal Month Prenatal Care Began 32 30 29 

Cancer 160 1 1 First Tnmester Prenatal Care (16) 59.3% 67.5% 85-94% 
Heart Disease 110 1 2 Children (0-13 Ns)  with M edicard:Tenncare Coverage (%) 46 8% 507% 461% 
Accidents 501 3 Hospital Staffed Beds (Per 1000) 36 26 t5 1 
Diabetes Melktus K 4 

Licensed Nursing Beds (per 100065.) 448 83 0 875 
Suicide 30 4 

of Primary Care M Ds 7.703 5 5 
1..,er Cirrhosis 

Flu/pneumonia 10 
Respirator, 1' 

a of Psychiatric Speciaksts 

inpatient Discharge Rate (per 10001- Total 

684 

263 

1 

089 1745

0  

1 

fiialformationsJ 
Health Behaviors (continued) 

Cigarette Smoking (%). 230% 210% 254% 
Deformations 10 6 

29.4% 37.3% An Other Causes 70 2 Smoking During Pregnancy IN 5.3% 

Physical Inactivity (..t.  30.0% 32.0% 312% 

Ovenveig ht,Obesd y 06B M I v  25) 678% 678% 638% 
Aces .55* 

Obesity 1,BM t v 30). 320% 330% 300% 1 
[Cause of Death Rate 

Low Fruit and Vegetable Consumption (16,5 a day(' 76 7% 710% 37 1%. 
Heart diseases 1249 4 ' 

Cancer 1045 2 
Binge Dunking 00% 6.0% 7.5% 

Ceret, - - 
%of Children (0A) Unimproperly Restrained in a Crash 14 5% 5.3% 0.0% 

Rear 
Teen Birth Rate (per 10001 373 454 59 

Alzheimer s 264 Sexually Transmitted Diseases ( 00.000) 446 98 73 

Diabetes Mel,,tus 159 ; Violent Come (Per 00300) 667 0 139 0 207 1 

FluiPneumonta 113 Motor Vehicle Crash Deaths (Per 00.000) 13 21 32 

Parkinson a 56 5 Unmarried Mother Birth Rate (56) 44 38 0% 338% 

Aortic Aneurysm 1i-wry-related Mortakty13-yr avg rate per 00.000) 537 877 448 1 
and Dissection 56 5 Young Driver Crash Rate 5 - 24 159 623 793 1 
Hypertension 56 .3 Elderly Drive Crash Rate (65.) 313 94 142 

AM Other Causes 1242 9 Homicides utter 00.000) 8 00 713 

All accidental deaths per D0.000 population 52 33 6 39 5 
Average Fatality Rate in Alchohoi-Related Crashes (per D0.000 
population) 69 46 53 
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UNICOI COUNTY, TN 2015 COUNTY SNAPSHOT 

■ 

Key Indicators of Health Status: 

Sodoecomonk Factors 
,i, High School Graduation Rate (%) 

Level of Education (%) 

Unemployment (%) 

Children (age 0 to 17)in poverty ratio (%) 

Divorce Rate (per 130.000) 

Food Stamp Recipients (%of individuals) 

Poverty Rate (%of all ages) 

Temporary Assistance for Needy Families 

High School Dropout Rate 

Average Annual Wage 

Physical Environment 

860% 

832% 

88% 

26 5% 

4 3 

21% 

184% 

26% 

69% 

S36.576 

940% 

753% 

81% 

29.0% 

3.4 

22 Pk 

204% 

14% 

19% 

$ 30.913 

770% 

633% 1 

79% 

30 3% 

4 

I. 

j, 

U6% 

149% 

2P6 

60% 

$30235 

1 

.L 

1 

I ... 

I, 

, 

1 

.1. 

I 

1 

I 

i 

Air Quality Cancer Risk (per 1000,000) 

Air Quality Hazard Index (per 1000.000) 

Air Quality- Fine Particulate kel atter in Air (3 yr avg M grrn3y 

Om ne Level (ppb)' 

Nitrate Levels in dunking water (mg11.. Avg.) 

Pre-1350 Housing (%) 

Lead Poisoned Children (%) 

46 

14 

132 

0.062 

0 70 

t18% 

0f/4 

2.8 

7 

13.1 

0.063 

134 

216% 

nra 

216 

2.2 

147 

0 082 

108 

94% 

00% 

Child Abuse and Neglect (rate per 1000) 5 5 6.0 5 i 

Communicable Diseases 
Hepatitis A (per 130.000) 0 3 0 0 nra _L._ 
Campylobacter Infection (pen 00.000) 72 113 nra 1 

Salmonella. Non Typhoid (per 130.000) 17 7 5 6 nra i 

Shsgello sis (per 130.000) 33 00 nra i 

AIDS/HIV (per 130.000) 293 58 nra 1 

Primary and Secondary Syphilis (per 130.000) 4 3 0 0 nra 1 

Penicillin-Sensitive Streptococcus pneumontae (per 130,000) 0 0 0 0 nra i 

Group B Streptococcus (per 130.000) 62 0.0 nra 1 
• 

Chlernydia (per 1)0.000) 517 3 116.6 nra .1. 

Gonorrhea (per 130,000) 114 8 22 5 Na .1. 

• 
• ................. • . • 

• .. 

7.811.61116•00 
1,1.006. 
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UNICOI COUNTY, TN 2015 COUNTY SNAPSHOT 

inpatient Projections 
2014 2019 2024 

DRG Service Line Discharges Discharges % Change Discharges % Change 

Cardiac Surgery 27 27 1.80% 29 5.90% 

Cardiology 284 247 -13.00% 220 -22.60% 

Cardiology Intervention 126 116 -7.70% 110 -12.80% 

Endocrinology 72 56 -21.60% 52 -28.10% 

ENT Surgery 6 6 -1.90% 6 -2.70% 

Gastroenterology 294 277 -5.70% 274 -6.70% 

General Medicine 219 221 1.00% 206 -5.80% 

General Surgery 184 175 -4.70% 169 -7.90% 

Gynecology 

Hematology 

24 

53 

22 

52 

-8.60% 

-2.30% 

21 

53 

-13.50% 

-010% 

Neonatology 64 60 -7.00% 56 -12.40% 

Nephrology 172 160 -6,90% 140 -18.80% 

Neurology 141 141 -0.30% 142 1.00% 

Neurosurgery 41 38 -7.90% 37 -10.40% 

Normal Newborns 91 94 3.50% 94 2.80% 

08 Deliveries Sections 52 45 -13.50% 42 -19.50% 

08 Deliveries Vaginal 105 111 5.70% 111 5.40% 

08 Other 15 14 -4.00% 14 -6.10% 

Oncology Medicine 69 66 -4.20% 60 -13.30% 

Oncology Surgery 20 20 -2.20% 19 -5.10% 

Ophthalmic Medicine 2 2 -15.70% 1 -26.30% 

Oral Surgery 8 7 -12.30% 7 -16.60% 

Orthopedic Medicine 58 56 -3.10% 56 -3.80% 

Orthopedic Surgery 150 153 1.90% 152 1.20% 

Otolaryngology 13 12 -6.50% 12 -4.50% 

Plastic Surgery 4 4 -3.80% 4 -12.10% 

Psychiatry 148 163 10.20% 156 5.50% 

Pulmonary 406 339 -16.50% 309 -23.90% 

Rehabilitation 35 28 -19.70% 29 -16.90% 

Rheumatology 9 8 -9.60% 8 -13.90% 

Substance Abuse 9 9 3.90% 9 1.40% 

Thoracic Surgery 14 14 -2.10% 13 -3.80% 

Trauma Medical 12 11 -8.00% 11 -7.40% 

Unspecified 1 1 8.70% 1 17.40% 

Urology Medicine 12 10 -13.80% 9 -21.30% 

Urology Surgery 27 26 -5.50% 25 -9.10% 

Vascular Surgery 43 41 -3.50% 40 -6.00% 

Womens Other 1 1 -15.10% 1 -33.10% 

Grand Total 3,011 2,834 -5.90% 2,697 -10.40% 
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Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 9,919 9,938 0.20% 9,518 -4.00% 

Home 18,118 20,713 14.30% 22,390 23,60% 

Hosp OP/ASC 29,338 31,605 7.70% 32,399 10.40% 

Office/Clinic 148,825 157,392 5.80% 151,068 1.50% 

Other 8,047 8,593 6.80% 8,372 4.00% 

Sr* 562 596 5.90% 624 11.00% 

Urgent/Retail 304 329 8.20% 324 6.60% 

Virtual 3,315 12,682 

Grand Total 215,112 232,480 8.10% 237,377 10.40% 
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terview Highlights: 

INTERVIEWEES:  

• Eight individuals 

KEY FINDINGS:  

Average rating of health status is 4.9, with a range in responses of 3 to 6 
Top health issues are: 

o Obesity 
o Diabetes 
o Cancer 
o Substance/Prescription Drug Abuse 

• Additional identified health priorities: 
• Addiction 
o Neonatal Abstinence Syndrome 
o Mental Health 
o COPD/ Respiratory Needs 
o Cardiovascular disease 
o Physical inactivity 
o Utilization of wellness screenings 
o Parenting education 
o Smoking/Tobacco and vapor cigarette use 
o Second-Hand Smoke 
o Medical non-compliance 
o Access to urgent care clinics 
o Access to primary care clinics 
• Access to physical activity 
o Access to long-term care 
o Unemployment 
o Access to health education 
o Fast food prevalence 
o Transportation barriers 
o Cultural barriers 

• Ideas to improve these conditions include: 
o Better marketing of available health-related programs and resources 
o Community gardens 
c Fitness center programs 
o Increase health education programs and opportunities 
o Community health events 
o School-based fitness programs 
o Nutrition education 
o Wellness screenings 
o More urgent care clinics 
o More primary care clinics 
• Legislative regulations on prescription drugs/prescribing practices 
• Legislation on smoking/vapor cigarettes 
o Diabetes education 
o Family support services 
o Elderly support services 
o Offering SNAO benefits at farmers market 
▪ Substance abuse/mental health facilities and programs 

Sources: Local Resources:  

UNICOI COUNTY, TN 2015 COUNTY SNAPSHOT 
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• Medstat 
• County Health 

Rankings 
• TN Advisory 

Commission on 
Intergovernmental 
Relations 

• TN Dept of Health 
• BRFSS 
• TennCare 
• Kidscount 
• TN Dept of Safety 

and Homeland 
Security 

• EPA 
• CDC Wonder 
• TN Dept of 

Environment & 
Conservation 

• Childhood Lead 
Poisoning 
Prevention Program 

• Telamon Migrant Head Start 
• Unicoi County Health Department 
• Unicoi County Chamber of Commerce 
• Unicoi County Memorial Hospital 
• Unicoi County Family YMCA 
• Senior Center 
• Walking trails 
• Alzheimers Support Group 
• Farmers Market 
• Tobacco Settlement Funds 
• SNAP 
• Community health events 
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Population by Age Group 

Demographic Highlights: 

• Slightly larger elderly 
population compared to 
TN and US 

■ Slight inclining rate of 
females of child-bearing 
age expected 

■ Low average household 
income level (16.2% of 
households make less than 
$15,000) 

• Level of educational 
attainment close to 
national average (5.2% 
with no high school 
education compared to 
5.9% nationally) 

• Low level of diversity 
compared to state and 
national 

Service Area Map: 

Kentucky 

Tennessee 

Age Distribution and Population Projections: 

North Camaro 

WASHINGTON COUNTY, TN 2015 COUNTY SNAPSHOT 

Key Statistics: 

2015 Total Population 137,619 6,735,022 321,369,000 

% Change 2015-2020 3.1% 5.5% 4.1% 

% of Population 65+ (2015) 17.2% 15.6% 14.9% 

% Minority (2015) 10.4% 26.1% 38.3% 

Total Male Population 67,293 69,376 3.1% 

Total Female Population 70,326 72,485 3.1% 

Females, Child Bearing Age (15-44) 27,500 27,551 0.2% 
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Key Indicators of Health Status: 

County: Washington, TN 
TN Wash Co 2010 Desired 

Health Outcomes 

M ortality (years of potential life lost/50800) 

Low Birth Weight (3-yr avg 

General Health Status ('X,fair/poor health).  

Very LowBirth Weight (%) 

8.790 

90% 

13.0% 

16% 

8.155 

7 5% 

ti) 0% 

17% 

9672 

8.9% 

210% 

25% 

Infant Mortality (3-yr avg rate per 1000) 81 9.9 9.4 

Mortality Rate (3-yr avg rate per 100.000) 953.0 1085.5 928 2 

Cardiovascular Deaths (per 50,000) 226.5 368 6 264.2 

Cancer Deaths (3-yr avg rate per 50800) 214.4 237 7 200.5 

Diabetes M (MMus Deaths (per 130.000) 28.7 142 s2 

Cerebro vascular Deaths (per 130,000) 47.0 511 539 

Suicide Deaths (per 130.0001 5.0 218 9.4 

Mortality rate for ages 1- 14 yrs 66.8 52 23 5 

Mortality rate for ages 15 - 21yrs 70.4 52.6 1133 

Mortality rates for ages 65.- 4.870.1 5.50.5 52319 

Lung Cancer Deaths (3-yr avg rate per 100.000) 688 722 636 

Female Breast Cancer Deaths (3-yr avg rate per 80.000) 11.1 13 8 24 

Prevalence of Asthma (%) 93% 132% 124% 

Prevalence of Diabetes (%) 1)0% 110% 0.8% 

(Health Determinants .1 
Health Care Resources 

No Health Insurance (%). 210% 0% 17.9% 1 

Medtceid/Tenncere Enrollees (%) 5.7% 5.4% 16.3% 1 

Medical Doctors Per Capita (per 50.000) 246 1 348 8 329 6 

Dentists Per Capita (per 00,000) 52.2 50.4 72 4 

Percent without Pneurnococcal Vaccinations (%)' 74.2% 66 7% 72 3% 

Percent without Influenza Vaccinations (%). 59.4% 50 7% 59 3% 1 

No Diabetic Eye Exams 74 3% 722% 53 1% 

No Diabetic HbAt Testing (%) 6.0% 150% 61% 1 

No Biennial M ammography(%)* 23 3% 29 3% 23.3% 

Inadequate or No Prenatal Care (%) 407% 346% 5.6% 

Month Prenatal Care Began 32 30 29 1 

First Tnmester Prenatal Care (%) 59 3% 65 4% 74 6% 

Children (0-13 yrs) with M edicaid/Tenncare Coverage (%) 465% 40 3% 39 13% 

Hospital Staffed Beds (per 10001 3.6 4 8 4.9 t 
Licensed Nursing Beds (per 1000 65.1 44.8 47 1 511 1 
a of Primary Care M Ds 7.703 68 68 

# of Psychiatric Specialists 684 22 22 

Inpatient Discharge Rate (per 1003)-Total 126.3 134 1 119 .5 

Health Behaviors (continued) 
Cigarette Smoking ('Si' 230% 26.0% 28.9'%, 

Smoking During Pregnancy(%) 6.3% 195% 254% 1 

Physical Inactivity (%). 300% 290% 384% 

OverweightrObesity(%BM I > 25) 678% 678% 679% 4 

Obesrty(%BM I > 30)' 320% 290% 290% 

Low Fruit and Vegetable Consumption (%<5 a day)' 76.7% 730% 455% 

Binge Drinking Mr 00% 70% 7.9% 1 

%of Children (0-4) Unllm pro perly Restrained in a Crash 14.5% 52% 9.4% 1 

Teen Birth Rate (per 1.000) 37 3 32 46 

Sexually Transm itted Diseases (100,000) 446 136 214 

Violent Crime (per 50.000) 667.0 4510 493 j 

Motor Vehicle Crash Deaths (per 130.000) 19 13 13 

Unmarred Mother Birth Rate (%) 44 1% 35 8% 36 6% 

Injury-related M ortality (3-yr avg rate per 1008001 53.7 76 2 79 3 1 

Young Dnver Crash Rate 6 24 116.9 136.2 tf7 1 

Elderly Drive Crash Rate (60.) 313 37 43.8 1 

Homicides (per 50.000) 8 17 36 

All accidental deaths per 130.000 population 52 50 3 45 3 
Average Fatality Rate in A Ichohol-Related Crashes (per 50.000 
population) 69 3.4 628 

Local Health Highlights: 
STRENGTHS:  
• No health insurance 
• Violent crime 
• High school graduation 

STDs 

WEAKNESSES:  

• Unemployment rate 
• Smoking during pregnancy 
• Deaths due to 

cardiovascular, cancer, 
cerebrovascular, suicide, 
and injuries 

Leading Causes of 
Death: 

4,6,7 7  • 7 •••  

!Cause of Reath !laic Ra nk I 
Congenital 
Malformations 
Deformations and 
Chromosomal 
Abnormalities 5 24 1 

AJI Other Causes 0 

Ages '5 - 2  .ears  
Rate Rand 

176 1 
8 

88 3 

3 3 
864 

Aces 22 • 6-,  
Cause of Ueath (late Haar II 
Heart Disease 142 6 
Cancer 133 9 2 
Accidents 42 2 3 

Li,er 8. Cirrhosis 30 6 

Suicide 29 1 

'Respirator) 2-1 6 
Septicemia 10 2 

Diabetes Mellitus 8 7  

Cerebrovescular 8 7 9 

Ir lerhnt,s 3' 10 

All Other Causes 87  5 

Ac es 654 

Cause of Death Rate Rank 
Heart Do  1350 9 1 

Cancer 1026 5 2 

Respiratory 308 5 3 
Alzheimer s 
Disease 297 3 4 

Cerebrovascular 292 5 6 

Flu Pneumonia 202 1 15 

cidents 
lephritis, 

t lephrcsis 

148 9 

95 7  

Hypertension 95 7 9 

!Parkinson s 74 6 15; 

All Other Causes 1207 4 

'Cause of Death 
Accidents 
Cu,>, do 
Huoilicide 
(lei: hubs, 
tech. osis 

All Other Causes 

WASHINGTON COUNTY, TN 2015 COUNTY SNAPSHOT 
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Cancer Incidence: 
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Birth Rate Trend: 
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Key Indicators of Health Status: 

Socioacomonic Factors i 

ligh School Graduation Rate (%) 860% 900% 849% T 
Level of Educatron (%) 832% 851% 828% t i 

Unemployment (%) 88% 96% 6.86 I • 

Children (age 0 to 17)in po vert y ratio 1%) 265% 23 5% 20 8% I • 

Divorce Rate (per 00.000) 4 3 5.3 48 1 

Food Stamp Recipents (%of individuals) 211% 136% 153% I • 

Poverty Rate (%of all ages) 84% 193% 110% I • 

Tem po rary A ssrstance for Needy Families 2.6% 12% 14% I • 

High School Dropout Rate 6.9% 23% 32% I • 

Average Annual Wage 5 36.576 5 35215 530.516 T 
Physical Environment 1 
Air (Duality Cancer Risk (per 1000.000) 46 40 338 i 

Air Quality Hazard Index (per 1000.000) 14 12 41 I • 

Air (Duality- Fine Particulate Matter in Air (3 w avg M g/m3)' A2 12.8 14.5 1 

Ozone Level (ppb)* 0 062 0 063 0.082 i 

Ndrate Levels in drinking water (mg/L Avg.) 070 027 0.38 i 

Pre--950 Ho ustng (%) 118% 04% 86% I • 

Lead Poisoned Children (%) 0 86 n/a 08% i 

C NW Abuse and Neglect (rata per 1000) 5.5 55 3.1 I • 

Communicable Diseases i  
Hepatitis A (per 00.000) 03 0.0 n/a , . 

Campytobacter Infectron (per 00.000) 72 98 n/a i 

Salmonella. No.. Typhoid (per 00,000) 178 5.6 nle i 

Shigello sq. (per 00.000) 3 3 16 n/a i 

AIDS/HIV (per 130.000) 293 85 n/a i 

Pnmary and Secondary Syphdis (per '00.000) 43 08 nra 1 

Penicillin-Sensitive Streptococcus pneumontae (per 00.000) 00 00 n/a i 

Group B Streptococcus (per 00,000) 62 80 n/a 1 

Chlamyda (per 00.000) 517 3 202 6 n/a i 

Gonorrhea (per 00.000) 1448 410 nra I 

WASHINGTON COUNTY, TN 2015 COUNTY SNAPSHOT 
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WASHINGTON COUNTY, TN 2015 COUNTY SNAPSHOT 

Inpatient Projections 
2014 

Discharges 
2019 

Discharges % Change 
2024 

Discharges % Change DRG Service Line 
Cardiac Surgery 164 170 3.80% 182 10.90% 

Cardiology 1,524 1,381 -9.40% 1,272 -16.50% 

Cardiology Intervention 670 636 -5.10% 615 -8.20% 

Endocrinology 456 377 -17.30% 354 -22.40% 

ENT Surgery 19 19 -2.00% 18 -3.00% 

Gastroenterology 1,454 1,414 -2.80% 1,436 -1.20% 

General Medicine 1,476 1,518 2.80% 1,462 -0.90% 

General Surgery 1,026 1,026 0.00% 1,031 0.50% 

Gynecology 105 99 -5.30% 97 -7.20% 

Hematology 220 226 2.50% 239 8.50% 

Neonatology 660 628 -4.80% 604 -8.50% 

Nephrology 747 719 -3.70% 662 -11.30% 

Neurology 788 803 1.90% 851 8,10% 

Neurosurgery 320 323 1.00% 338 5.50% 

Normal Newborns 760 804 5.80% 816 7.30% 

013 Deliveries Sections 465 409 -12.10% 388 -16.60% 

08 Deliveries Vaginal 895 971 8.40% 993 10.90% 

08 Other 110 108 -1.80% 108 -2.00% 

Oncology Medicine 262 262 0.10% 246 -6.00% 

Oncology Surgery 97 103 6.40% 105 8.40% 

Ophthalmic Medicine 11 10 -7.90% 10 -10.20% 

Ophthalmic Surgery 8 8 -0.80% 8 6.00% 

Oral Surgery 31 29 -7.40% 29 -6.30% 

Orthopedic Medicine 218 225 3.10% 233 6.80% 

Orthopedic Surgery 954 1,043 9.30% 1,097 15.00% 

Otolaryngology 83 75 -10.20% 74 -10.30% 

Plastic Surgery 24 24 -1.70% 22 -7.20% 

Psychiatry 1,335 1,502 12.50% 1,451 8.70% 

Pulmonary 1,988 1,752 -11.90% 1,686 -15.20% 

Rehabilitation 325 282 -13.10% 315 -3.20% 

Rheumatology 76 75 -1.70% 76 -0.40% 

Substance Abuse 181 190 5.00% 189 4.50% 

Thoracic Surgery 89 85 -4.50% 84 -5.60% 

Trauma Medical 71 70 -2.00% 73 3.20% 

Unspecified 2 2 0.90% 2 1.70% 

Urology Medicine 73 66 -9.80% 61 -16.30% 

Urology Surgery 130 128 -1.40% 125 -4.20% 

Vascular Surgery 254 257 1.10% 261 2.80% 

Womens Other 12 11 -8.70% 10 -19.30% 

Grand Total 18,083 17,828 -1.40% 17,624 -2.50% 
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Outpatient Projections 

2014 2019 2024 

Site of Care Volumes Volumes % Change Volumes % Change 

ED 69,931 72,043 3.00% 70,998 1.50% 

Home 153,277 185,700 21.20% 209,747 36.80% 

Hosp OP/ASC 190,142 210,092 10.50% 220,008 15.70% 

Office/Clinic 1,208,462 1,334,727 10.40% 1,333,601 10.40% 

Other 53,254 59,778 12.20% 62,306 17.00% 

SNF 3,178 3,587 12.90% 3,887 22.30% 

Urgent/Retail 1,932 2,148 11.10% 2,158 11.70% 

Virtual 25,381 104,289 

Grand Total 1,680,177 1,893,457 12.70% 2,006,995 19.50% 
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WASHINGTON COUNTY, TN 2015 COUNTY SNAPSHOT 

Interview Highlights: 

INTERVIEWEES:, 

• 18 individuals 

KEY FINDINGS:  

• Average rating of health status is 5.3 with a range in responses of two (2) through seven 
(71 

• Top health issues are: 
o Substance and prescription drug abuse 
o Smoking/tobacco use 
o Obesity 
o Cardiovascular disease 

• Additional health issues are: 
o Physical inactivity 
o Diabetes 
o Poor nutrition 
o Education 
o Cancer 
o Mental health 
o Income inequality 
o Literacy 
o Liver disease (Hepatitis C) 
o Neonatal Abstinence Syndrome (NAS) 
o Poverty 
o Aging population 
o Transportation barriers 
o Risk taking 
o Stigma of mental health disorders and substance abuse 
o Access to care 
o Living wage 
o Lack of job training 
• Built environment to promote physical activity 
o Parenting skills 
o Access to fast food 
o Economy 
o Adverse Childhood Experiences (ACEs) 
o Domestic violence 

• Ideas to improve these conditions include: 
o Organizational collaboration 
o Emphasis on exercise 
• Increase physical activity in schools 
• Health education on health effects of behaviors: smoking, eating, inactivity 
o Expansion of Project Access 
o Increase health care access with financial resources and partnerships 
o Focus on high school graduation 
o Increase number of walking trails 
o Promote CEASE program 
o Provide/promote smoking cessation programs 
o Offer wellness initiatives 
o Work with schools on food options 
o Promote early screenings 
o Educate children early on the importance of exercise and healthy eating  
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o Healthcare navigators to help community members with health education and 
free/reduced cost health care services 

0 Offering additional activities for families to promote physical activity 
o Develop network of clinics, hospitals, long-term care facilities, and health 

departments to discuss and develop health improvement initiatives. 
o Better ma keting of health resources to the community 
o Promote literacy programs for educational attainment 

Sources: Local Resources: 

• Medstat • Families Free 

• County Health • Health Department 

Rankings • Washington County Anti-Drug Coalition 

• TN Advisory • Tennessee Suicide Prevention Network 

Commission on • Tennessee Prevention Alliance 

Intergovernmental • TAADAS 

Relations • Tweetsie Trail 

• TN Dept of Health • Senior Center 

• BUSS • Food Pantries 

• TennCare • One Acre Cafe 

• Kidscount • Backpack/Student food supplement program 

• TN Dept of Safety • Project Access 

and Homeland • JCCH 

Security • Johnson City Housing Authority 

• EPA • United Way 

• CDC Wonder • Coordinated School Health 

• TN Dept of • Head • Start 

Environment & • Johnson City Parks and Recreation 

Conservation • Morning Mile 

• Childhood Lead • JCMC/FWCH 

Poisoning • ETSU College of Medicine 

Prevention Program • ETSU College of Public Health 
• ETSU College of Pharmacy 
• ETSU College of Nursing 
• ETSU College of Clinical and Rehabilitative Health Sciences 
• Day Center 
• MEAL 
• Girls on the Run 
• Washington County Health Council 
• Washington County Wellness Committee 
• The Women's Fund of the East Tennessee Foundation 
• Appalachian Funders Network 
• Washington County PDAM 
• Local school systems 
• Local churches 
• UT-Washington County Extension 
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1.6% 0.2% 64 0 2% 0 7% 63 

42.400 79.0% 1 0°"o 98 1% 

0 2% 0.2% 77 79 

French at Home 

Only English at Home 41.998 98 1% 

Other Indo-European 
Lang at Home 

(2 5)% 1 8% 

Sgt MARKET SNAPSHOT 

 

hoolth taro Intollldan<o 

Mountain State Health Alliance 

Carter County, TN 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Po .ulation and Gender Po  •  ulation %of Total Po. ulation % of Total % Chan. e % of Total 

Female Population 23.066 51 1% 23,247 51.0% 0.8% 50.8% 

Male Population 22.105 489% 22 298 49 0% 0 9% 49 2% 

Total 45.171 100.0% 45,545 100.0% 0.8% 100.0% 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Population %of Total Population %of Total %Chan. a 3/4  of Total 

00-17 9.006 19.9% 8,774 19.3% (2.6)% 23.1% 

18-44 13.998 31.0% 13.793 30.3% (1.5)% 35.9% 

45-64 12.867 28.5% 12.500 27.5% (2.9)% 26.3% 

65-UP 9 300 20 6% 10.478 23 0% 127% 14 7% 

Total 45 171 100.0% 45 545 1000% 0 8% 100 0% 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

ahn  •-• Po  •  ulation %of Total P• • ulation % of Total % Chan e % of Total 

Asian 8 Pacific Is. Non- 

Hispanic 

Black Non-Hispanic 

Hispanic 

White Non-Hispanic 

All Others 

Total 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Lan.ua! Po • ulation %of Total Po • ulation %of Total % Chan. e % of Total 

129 0 3% 123 0.3% (4 7)% 53% 

570 1 3% 611 1.3% 7 2% 12.3°c 

777 1 7% 940 2.1% 21.0% 17.6% 

43.145 95.5% 43.286 95.0% 0.3% 61.8% 

550 1.2% 585 1.3% 6.4% 3.1% 

45.171 100.0% 45,545 100.0% 0.8% 100 0% 

Spanish at Home 412 1 0% 413 1.0% 0.2% 13.0% 

Tagalog at Home 125 0 3% 125 0.3% 0 0% 0 6% 

All Others 158 0 4% 158 0.4% 0.0% 4.9% 

Total 42,835 100.0% 43.237 100.0% 0.9% 100.0% 
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Sg2 MARKET SNAPSHOT 

 

11••ItIn co,o 

Mountain State Health Alliance 

Carter County, TN 

Household Income 

Market 2015 

Households 

Market 2015 

%of Total 

Market 2020 
Households 

Market 2020 
%of Total 

Market 
Households 

%Chan. e 

National 2015 

%of Total 

415K 3.924 20.6% 3,550 18.4% (9.5)% 12.7% 

$15-25K 2.963 15.6% 2.734 142% (7.7)% 10.8% 

$25-50K 5,691 299% 5 757 29 9% 1 2% 23.9% 

$50-75K 3.341 176% 3 257 16 9% (2 5)% 17 8% 

$75-100K 1.667 8.8% 1.930 10.0% 15.8% 

$100K-200K 1.268 6 7% 1 808 9.4% 42.6% 17.9% 

4200K 172 0.9% 245 1.3% 42.4% 5.0% 

Total 19 On 100 0% 19,281 100 0% 1.3% 100 0% I 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Education Level" Po • ulation % of Total Po. ulation % of Total % Chan • e % of Total 

Less than High School 2.964 9 1% 3.038 9 2% 2.5% 59% 

Some High School 3.909 12.0% 4.002 12 1% 8 0% 

High School Degree 12.544 38.6% 12.793 38.7% 2 0% 28.1% 

Some College/Assoc. 
8 678 26 7% 8 784 26 6% 1 2% 311% 

Degree 
Bachelor's Degree or 

4.428 13.6% 4,447 13 5% 0.4% 26.9% 
Greater 

Total 32.523 100.0% 33.064 100.0% 1.7% 100.0% 

*Excludes population age <5. "Excludes population age <25 
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health ewe Intelllaattee 

Female Population 

Male Population 

Total 

33.451 50.9% 33,358 50.8% (0.3)% 

32 312 491% 32.269 49 2% (0 11,, 

65.763 65.627 100.0% (0.2)% 

50.8% 

49 2% 

100.0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Language' Population %of Total Population "4, of Total %Change %of Total 

French at Home 

Germanic Lang at Home 

Only English at Home 

Other Asian-Pacific Lang 
74 0 1% 70 0 1% (5 4)% 0.9% 

at Home 

Spanish at Home 1.719 2 8% 1 702 2 7% (1.0)% 

All Others 311 0 5% 311 0.5% 0.0% 

Total 62,425 100.0% 62,369 100.0% (0.1)% 

148 

129 

60,044 

0 2% 

0 2% 

96.2% 

142 

128 

60.016 

0.2% 

0 2% 

96.2% 

0.7% 

0 5% 

79.0% 

Sgt MARKET SNAPSHOT 

Mountain State Health Alliance 

Greene County, TN 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

• o  •  ulation and Gender Po. ulation %of Total Po  •  ulation %of Total % Chan. e %of Total 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 
P• n %of Total Population %of Total %Chan,. % ','t al 

00-17 13.301 20.2% 12.633 19.3% (5.0)% 

18-44 20.460 31.1% 20.079 30.6% (1.9)% 

45-64 18,837 28.6% 18,123 27.6% (3.8)% 

65-UP 13.165 20.0% 14.792 22 5% 124% 

Total 65.763 1000% 65.627 100 0% (0 2)% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Ethnicit /Race Population °/ of Total Population %of Total °/ Change %of Total 

Asian & Pacific Is. Non-
357 0 5% 464 07% 30 0% 5.3% 

Hispanic 

Black Non-Hispanic 1 466 2 2% 1 624 2 5% 108% 123% 

Hispanic 1.972 3 0% 2 346 36% 19 0% 176% 

White Non-Hispanic 61.056 92.8°/o 60.233 91.8% 1 4 61.8% 

All Others 912 1 4% 960 1.5% 5.3% 3.1% 

Total 65.783 100.0% 65.627 100.0% (0.2)% 100 0% 
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23.1./0 

35.9% 

26.3% 

14 7% 

100 0% 
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Sg2 MARKET SNAPSHOT 
health awe intelllaeace 

Mountain State Health Alliance 

Greene County. TN 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Households National 2015 

Household Income Households %of Total Households %of Total %Chan. e %of Total 

<$15K 

$15-25K 

$25-50K 

$50-75K 

$75-100K 

$100K-200K 

>$200K 

Total 

5 081 

4 255 

8,445 

4.258 

2.499 

1 823 

398 

19.0% 

159% 

31.6% 

15.9% 

9 3% 

6 8% 

1 5% 

100.0% 

4.637 

3 968 

8,384 

4.295 

2,545 

2 343 

493 

26 665 

17 4% 

149% 

31.4% 

16 10/0 

9.5% 

8 8% 

1 9% 

100 (:)°. 

(8.7)% 

(6 8)% 

(0.7)% 

0.9% 

1.8% 

285% 

23.9% 

(0 4)% 

12.7% 

10 8% 

23.9% 

17.8% 

12.0% 

17 9% 

5 0% 

1000% 26 759 

     

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Education Level" Population %of Total Population %of Total % Chan. e of Total 

Less than High School 

Some High School 

High School Degree 

Some College/Ass oc. 

Degree 

Bachelor's Degree or 

Greater 

3.557 7 6% 3.590 7.6% 0.9% 5.9% 

5 984 12.8% 6 070 12.9% 1 4% 8 0% 

18.659 39.9% 18.843 40.0% 1.0% 28 1% 

11.382 24.4 11.443 24.3% 0.5% 31.1% 

7,152 15.3% 7,137 15 2% (0.2)% 26.9% 

Total 46.734 100  0% 47.083 100 0% 0 8% 100 0% 

`Excludes population age <5, "Excludes population age <25 
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.mmempinumg.. 

Sgt MARKET SNAPSHOT 

Mountain State Health Alliance 

Johnson County, TN 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Population and Gender Population % of Total Po •ulation %of Total %Chan•e % of Total 

Female Population 8.998 46.5% 8.934 46.5% (0.7)% 50.8% 

Male Population 10.358 53.5% 10.273 53.5% (0.8)% 49.2% 

Total 19.356 100.0"/C, 19.207 100.0% (0.8)% 100.0% 

Age Grou.s 
Market 2015 
Po  •  ulation 

Market 2015 
% of Total 

Market 2020 
Popu ion 

Market 2020 
%of Total 

Market 
Population 
%Chan•e 

National 2015 
%of Total 

00-17 3.474 18 0% 3 314 17 3% (4.6)% 23 1% 

18-44 6.332 32 7% 6 120 31 9% (34)% 359% 

45-64 5.585 289% 5.386 28 0% (3.6)% 263% 

65-UP 3.965 20 5% 4 387 22 8% 106% 14 7% 

Total 19.356 100 0% 19,207 100 0°i (0 8)% 100 0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Ehnicit /Race Po. ulation % of Total Po  .  lotion %of Total %Chan. e % of Total 
Asian & Pacific Is. Non- 
His panic 

Black Non-Hispanic 

Hispanic 

White Non-Hispanic 

All Others 

Total  

58 0 3% 65 0 3% 12 1% 5.3% 

469 2 4% 531 2.8% 13.2% 12.3% 

340 1 8% 401 2 1% 17 9% 176% 

18.237 942% 17.914 933% (181 61.8% 

252 1 3% 296 1 5% 17 5% 3 1% 

19.356 100 0% 19,207 100.0% (0.8)% 100 0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Lan 'u . • Population % of Total Po •ulation %of Total %Chan. e % of Total 

French at Home 29 0.2% 30 

Germanic Lang at Home 11 01% 11 

Only English at Home 18.104 979% 17,990 

Other Indo-European 42 0 2% 40 
Lang at Home 

Spanish at Home 276 1.5% 272 1 5% (1 5)% 13 0% 

All Others 26 0 1% 25 01% (3 9)% 4 9% 

Total 18.488 100.0% 18,368 100 0% (0.7)% 100.0% 
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0.1% 0 0% 0.5% 
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Sg2 MARKET SNAPSHOT 

 

0.0110 00,• 

Mountain State Health Alliance 

Johnson County, TN 

hold Income 

Market 2015 

Households 

Market 2015 
%of Total 

Market 2020 
Households 

Market 2020 
%of Total 

Market 
Households 

%Chan. e 

National 2015 
%of Total 

<$15K 1.673 21.6% 1,411 18.2% (15.7)% 12.7% 

$15-25K 1.293 16 7% 1.221 15.8% (5.6)% 10.8% 

$25-50K 2.176 28.0% 2.170 28.0% (0.3)% 23.9% 

$50-75K 1.242 160% 1 151 14 9% (7.3)% 17 8% 

$75-100K 704 9.1% 806 10.4% 14.5% 12.0% 

$100K-200K 574 7 4% 861 11 1% 50 0% 17.9% 

>$200K 97 1 3% 123 1.6% 26 8% 5 0% 

Total 7.759 100 0% 7 743 100 0% (0 2)% 100 0% El  

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Education Level— Po  •  ulation "/E, of Total Po  •  ulation %of Total % Chan! e °A. of Total 

Less than High School 1.614 113% 1.614 11 3% 0 0% 5.9% 

Some High School 2 449 17 1% 2 449 171% 0 0% 8 0% 

High School Degree 5.794 40 4% 5 770 40 4% (0.4)% 28.1% 

Some College/Assoc. 
3.025 21 1% 2 997 21 0% (0.9)% 31 1% 

Degree 
Bachelor's Degree or 

1.468 10 2% 1,455 10.2% (0.9)% 26.9% 
Greater 

Total 14.350 100.0% 14,285 100 0% (0.5)% 100 0% 

*Excludes population age <5. "Excludes population age <25 
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Market 
Market 2020 Population National 2015 

%of Total %Chan. e %of Total 

51.6% 0.9% 50.8% 

48 4% 1 1% 492% 

100.0% 1.0% 100.0% 1 

Market 
Market 2020 Population National 2015 

% of Total %Chan,* %of Total 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 
Population % of Total Population % of Total %Change % of Total Lan  -  uage • 

285 

147 691 

602 

Germanic Lang at Home 

Only English at Home 

Other Indo-European 
Lang at Home 

Other Lang at Home 202 

0 2% 283 0.2% (0 7)% 

97 3% 149.340 97 4% 1 1% 

04% 601 0.4% (0 2)% 

0 1% 203 0 1% 0.5% 

1 4% 2 186 1.4% 0.4% 

0.5% 758 0.5% (0.8)% 

Spanish at Home 2.177 

All Others 764 

13.0% 

4.7% 

Total 151.721 100.0% 153.371 111MIIIIIIIIIMIIIIIIIIMI 

0.5°/o 

79.0% 

1 8% 

0 9% 

Sgt MARKET SNAPSHOT F 
11.1111coreWeillgen. 

Mountain State Health Alliance 

Sullivan County, TN 

Po. ulation and Gender 
Market 2015 
Po. ulation 

Market 2015 
%of Total 

Market 2020 
Po • ulation 

Female Population 

Male Population 

82.467 

77.249 

51.6% 

48.4% 

83.193 

78.076 

Tutal 159.716 100.0% 161.269 

Market 2015 
• ulation 

Market 2015 
%of Total 

Market 2020 

00-17 31.429 19.7% 30.327 18.8% (3.5)% 

18-44 48.753 30.5% 48.225 29.9% (1.1)% 

45-64 46.417 29.1% 45.329 28 1% (2.3)% 

65-UP 33 117 20 7% 37.388 23 2°0 12 9% 

Total 159 716 100 0% 161,269 100 0% 1.0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

lahnucit /Race Population %of Total Population %of Total %Chan. e %of Total 

23.1% 

35.9% 

26.3% 

14 7% 

1000% 

Asian & Pacific Is. Non- 
Hispanic 

Black Non-Hispanic 

Hispanic 

White Non-Hispanic 

All Others 

Total 

0 7% 1.426 09% 20 8% 

2 4% 4 313 2 7% 12 9% 

1 90/0 3,712 2 3% 23 Pio 

93.4% 148.907 92.3% 

1 6% 2.911 1.8% 

100.0% 161.289 100.0% 

1.181 

3.819 

3.015 

149.096 

2.605 

159.716 

5 3% 

12.3% 

17 6% 

61.8% 

3.1% 

100.0% 
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Sgt MARKET SNAPSHOT 

 

noaltll car. intolliganto 

Mountain State Health Alliance 

Sullivan County, TN 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Households National 2015 

Household Income Households %of Total Households %of Total %Chan.e %of Total 

<$15K 10.586 15.6% 9.374 13.6% (11.5)% 12.7% 

$15-25K 10.321 15.2% 9 508 138°0 (79)% 10 8% 

$25-50K 18.992 28.0% 19.038 27.7% 0.2% 23.9% 

$50-75K 11.811 17.4% 11.702 170% (0 9)°% 17.8% 

$75-100K 6.376 94% 6.984 102% 9.5% 12.0% 

$100K-200K 7 914 11 7% 9 619 14 0% 21 5% 17 9% 

>$200K 1.858 2 7% 2,505 3.6% 34.8% 5.0% 

Total 67 858 100 0% 68,730 100 0% 1  3% 100 0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Education Level" Population %of Total Population %of Total % Chan•e %of Total 

Less than High School 7.645 6.6% 7.867 6.7% 2.9% 5.9% 

Some High School 9.906 8 6% 10.189 8 7% 2 9% 8 0% 

High School Degree 40.421 35.1% 41.336 35 2% 2.3% 28.1% 
Some College/Assoc. 
Degree 
Bachelor's Degree or 
Greater 

Total 115 282 1GC 0 117 444 100 0'. 1 9% 100 0% 

*Excludes population age <5, -Excludes population age <25 
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34.264 29.7% 34.808 29.6% 1.6% 31.1% 

23.046 20.0% 23.244 19.8% 0.9% 26.9% 
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Sgt MARKET SNAPSHOT IR' 
ticilth care Intelllence 

 

Mountain State Health Alliance 

Unicoi County, TN 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Po. ulation and Gender Po .ulation % of Total Po. ulation %of Total %Chan.e %of Total 

Female Population 

Male Population 

Total 

Market 2015 
Population 

Market 2015 
%of Total 

Market 2020 
Population 

Market 2020 
%of Total 

Market 
Population 
% Chan. 

National 2015 
%of Total 

00-17 

18-44 

45-64 

65-UP 

3.440 

5,296 

5.306 

3.942 

19.1% 

29.5% 

29.5% 

21.9% 

3.223 

5 148 

5.081 

4 361  

18.1% 

28.9% 

28.5% 

24 5% 

(6.3)% 

(2.8)% 

(4.2)% 

106% 

23.1% 

35.9% 

26.3% 

14 7% 

Total 17 984 100.0% 17.813 100 0% (1 0)% 100 0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Ethnicit /Race Po. ulation %of Total Population %of Total % Chan • a % of Total 

Asian & Pacific Is. Non- 51 0 3% 72 0.4% 41.2% 5 3% 
Hispanic 

Black Non-Hispanic 88 0 5% 143 0 8% 62 5% 12 3% 

Hispanic 842 4 7% 1,012 5 7% 20.2% 17 6% 

White Non-Hispanic 15,759 93.2% 16.299 91 5% 12 7)% 61.80,, 

All Others 244 1.4% 287 1.6% 17.6% 3 1% 

Total 17.964 100.0% 17,813 100.0% (1.0)% 1 00 0% 

Market 

Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Language' Population %of Total Population %of Total %Change %of Total 

French at Home 40 0 2% 42 0 3% 5.0% 0 7% 

Germanic Lang at Home 57 0 3%. 57 03% 00% 0 54.0 

Only English at Home 16.318 95.2% 16.188 95.2% (0.8)% 79.0% 

Other Asian-Pacific Lang 
at Home 

13 010 0 9 01% (30.8)% 0 9%. 

Spanish at Home 716 4 2% 704 4 1% (1 7)% 13.0% 

All Others 5 0 0% 5 0.0% 0.0% 5.9% 

Total 17.149 100.0% 17.005 100.0% (0.8)% 100.0% 
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9,160 

8.824 

17,984 

50.9% 

49.1% 

9.072 

8.741 

17.813 

50.9% 

49 1% 

100.0% 

50.8% 

49 2% 

1000% 
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12.7% 

10 8°o 

23.9% 

17.8% 

12.0% 

17 9% 

5.01‘ 

100.0% 

(8.2)% 

(8 3)°/o 

(1.7)% 

1.5% 

0.1% 

16 1% 

31 9% 

(1 0)% 

0.6% 

0.3% 

(0.1)% 

(0.7)% 

5.9% 

800/o 

28.1% 

31.1% 

Household Income 
Market 2015 
Households 

Market 2015 
%of Total 

Market 2020 
Households 

Market 2020 

%of Total 

<$15K 1,447 19.1% 1 329 17 7% 

$15-25K 1 296 17 1% 1 189 159% 

$25-50K 2,058 27.2% 2.023 27.0% 

$50-75K 1.154 15.2% 1 171 15 6% 

$75-100K 699 9 2% 700 9 3% 

$100K-200K 810 10 7% 940 12 5% 

>$200K 113 1 5% 149 2.0% 

Total 7,577 100.0% 7.501 1000% 

Market 2015 Market 2015 Market 2020 Market 2020 
Education Level" Po. ulation %of Total Po. ulation %of Total 

Less than High School 1.402 10.6% 1.411 10.7% 

Some High School 1 762 13.3% 1 767 13 4% 

High School Degree 5.358 40.6% 5 353 40 6% 

Some College/Assoc. 
3.271 24.8% 3 248 24.7% 

Degree 

Bachelor's Degree or 
Greater 

1.421 10.8% 1,396 10 6% 

Total 13 214 100 13.175 100 0% 

Market 
House holds National 2015 
%Chan.e %of Total 

Market 

Population National 2015 
% Chan. e %of Total 

(1.8)% 26.9% 

(0.3)% 100 0% 

Sgt MARKET SNAPSHOT F 
0.0110 car., inte1116ence 

Mountain State Health Alliance 

Unicoi County, TN 

'Excludes population age <5. "Excludes population age <25 
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Sgt MARKET SNAPSHOT 1-1
.. 

 

heallh care Int@ 

 

Mountain State Health Alliance 

Washington County. TN 

Market 
Market 2015 Market 2015 Market 2020 Markel 2020 Population National 2015 

Po. ulation and Gender Po • ulation % of Total Po•ulatIon %of Total '5:Chan. e %of Total 

Female Population 70.326 51.1% 72,485 51.1% 3.1% 50.8% 

Male Population 67.293 489% 69.376 48 9% 3 1% 49 2% 

Total 137,619 100.0% 141,861 100.0% 3.1% 100.0% 

00•S 

Market 2015 
Po. ulation 

Market 2015 
% of Total 

Market 2020 
Po • ulation 

Market 
Market 2020 Population National 2015 

%of Total %Chan e % of Total 

00-17 26.824 19.5% 26,980 19.0% 0.6% 23.1% 

18-44 49.898 36.3% 49.676 35.0% (0.4)% 35.9% 

45-64 37.286 27 1% 37.405 26.4% 0.3% 26.3% 

65-UP 23.611 17.2% 27.800 19 6% 17 7% 14 7% 

Total 137.619 100 0% 141,861 100 0% 31% 100 0% 

Market 2015 Market 2015 Market 2020 Market 2020 
Market 

Population National 2015 
Ethn Population %of Total Pop ulation %of Total %Channo % of Total 

Asian & Pacific Is. Non- 
1,723 1 3% 1 938 1.4% 12 5% 5 3% 

Hispanic 

Black Non-Hispanic 5,448 4 0% 5 992 4 2% 10 0% 12 3% 

Hispanic 4.490 3 3% 5 150 3 6% 14.7% 17.6% 

White Non-Hispanic 123.331 89.6% 125.943 88.8% 2.1% 61.8% 

All Others 2.627 1 9% 2.838 2 0% 8.0% 3.1% 

Total 137,619 100.0% 141,881 100.0% 3.1411..Pr  100.0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Language• Population % of Total Po. ulation % of Total %Change of Total 

Chinese at Home 400 0 3% 403 0.3% 0 8% 1 0% 

Germanic Lang at Home 497 0 4% 514 04% 3 4°..0 0 5% 

Only English at Home 124,597 95.5% 128,679 95.5% 3.3% 79.0% 

Other Indo-European 
Lang at Home 

572 0 4 % 586 0 4% 2 5% 18% 

Spanish at Home 3,399 2.6% 3 479 2 6% 2 4% 13 0% 

All Others 1.064 0.8% 1.082 0.8% 1.7% 4.7% 

Total 130.529 100.0% 134.743 100.0% 3.2% 100.0% 
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Sg2 MARKET SNAPSHOT r 
health care Intellljenfe 

Mountain State Health Alliance 

Washington County. TN 

Household Income 
Market 2015 
Households 

Market 2015 
%of Total 

Market 2020 
Households 

Market 2020 
%of Total 

Market 
Households 

% Chan  .  e 
National 2015 

%of Total 

<515K 9 365 16.2% 8,993 15.0% (4.0)% 12.7% 

515-25K 7 745 13.4% 7 785 130% 0 5% 10 8% 

525-50K 16.023 27.7% 15.901 26.5% (0.8)% 23.9% 

$50-75K 10.659 18.4% 11.228 18 7% 5 3% 17.8% 

$75-100K 5.615 9 7°A. 6,034 10 1% 7.5% 12.0% 

$100K-200K 6 531 11 3% 7 728 12 9°'o 183% 17 9% 

>5200K 2,015 3 5% 2,359 3 9% 17.1% 5,0% 

Total 57.953 100 60.028 100 0,̀. 36% 100 0% 

Market 
Market 2015 Market 2015 Market 2020 Market 2020 Population National 2015 

Education Level— Po  •  ulation % of Total Po. ulation %of Total % Chan. e %of Total 

Less than High School 4.979 5.2% 5.295 5.2% 6.4% 5.9% 

Some High School 8.727 9 0% 9 208 9 1% 5.5% 80% 

High School Degree 29.518 30.6% 31.134 30 7% 5 5% 28.1% 

Some College/Assoc. 
28.123 29.1% 29.508 29.1% 4.9% 31.1% 

Degree 
Bachelor's Degree or 

25.224 26.1% 26.306 25 9% 4.3% 26.9% 
Greater 

Total 96 571 100 C`,.. 101 451 100 0% 5 1% 100.0% 

`Excludes population age <5. —Excludes population age <25 
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MOUNTAIN STATES 
HEALTH ALLIANCE 

Fiscal Year 2015 
Third Quarter ending March 31, 2015 

Quarterly Financial Information 

Historical Maximum Annual Debt Service Coverage Ratio 

Consolidated & Unaudited 
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Mountain States Health Alliance 
Consolidated Balance Sheet (Unaudited) 

At March 31, 2015 

ASSETS 

Consolidated 

CURRENT ASSETS 
Cash and Cash Equivalents 66E97.783 
Current Portion AWUIL 8,766,960 
Accounts Receivable (Net) 177,184,581 

Other Receivables 29,556,831 
Due From Affiliates 3,607 
Due From Third Party Payors 0 
Inventories 26,595,071 
Prepaid Expense 9,056,403 

317,861.237 

ASSETS WHOSE USE IS LIMITED 53,472,246 

OTHER INVESTMENTS 613,990,075 

PROPERTY, PLANT AND EQUIPMENT 
Land, Buildings and Equipment 1,646,398,411 
Less Allowances for Depreciation 799,540,545 

846,857.866 

OTHER ASSETS 
Pledges Receivable 3,293,981 
Long Term Compensation Investment 24,779,130 
Investments in Unconsolidated Subsidiaries 5,150,938 
Land / Equipment Held for Resale 7,508,959 
Assets Held for Expansion 14,310,717 

Investments in Subsidiaries 0 
Goodwill 156,596,125 
Deferred Charges and Other 24,677,269 

236,317,118 

TOTAL ASSETS 2,068,498,542 

LIABILITIES AND NET ASSETS 
CURRENT LIABILITIES 
Accounts Payable and Accrued Expense 86,782.632 
Accrued Salaries, Benefits, and PTO 50,937,845 

Claims Payable 7.076,164 
Accrued Interest 9,380,091 
Due to Affiliates (0) 

Due to Third Party Payors 13.390,443 
Current Portion of Long Term Debt 24,332,448 

191,899,622 

OTHER NON CURRENT LIABILITIES 
Long Term Compensation Payable 12,186,841 
Long Term Debt 1,052,651,287 
Estimated Fair Value of Interest Rate Swaps 3,594,920 

Deferred Income 24,775,531 
Professional Liability Self-Insurance and Other 22,078,311 

1,115,286,890 

TOTAL LIABILITIES 1,307,186,512 

NET ASSETS 574,094,938 
NONCONTROLLING INTERESTS IN SUBSIDIARIES 187,217,092 

TOTAL LIABILITIES AND NET ASSETS 2,068,498,542 
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Mountain States Health Alliance 
Statement of Revenue and Expense (Unaudited) 

For the Period Ended March 31, 2015 

NINE MONTHS YEAR TO DATE 

Revenue, Gains and Support 
Actual 

Patient Service Revenue, Net of Contractual Allowances and Discounts 840,390,491 
Provision for Bad Debt -100,375,420 
Net Patient Service Revenue 740,015,071 

Premium Revenue 21 A92,711 
Net Investment Gain 1,617,630 

Net Derivative Gain 11,382,997 
Other Revenue, Gains and Support 16,375,449 

Total Revenue, Gains and Support 790,883,858 

Expense 
Salaries and Wages 252,527,296 
Provider Salaries 56,840,825 
Contract Labor 4,316,492 
Employee Benefits 54,797,727 

Fees 88,105,565 

Supplies 131,862,997 
Utilities 12,634,273 

Medical Costs 20,005,846 

Other Expense 64,250,281 
Loss on Extinguishment of LTD / Derivatives 0 

Depreciation 50,634,568 

Amortization 1,174,794 

Interest & Taxes 32,931,495 

Consolidation Allocation 1 

Total Expenses 770,082,160 

Excess of Revenue, Gains and Support over Expenses and Losses 20,801,698 
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MOUNTAIN STATES HEALTH ALLIANCE (Consolidated) 
UNAUDITED QUARTERLY DISCLOSURE - FY 2015 -Third Quarter ending March 31, 2015 

Historical Maximum Annual Debt Service Coverage 

Third Quarter ending Twelve Months ending 
Calculation: March 31 2015 March 31, 2015 
Income available for debt service 

Excess of revenue over expenses (before extraord. items) 4,894,660 53,130,067 
Plus depreciation expense 16,796,866 62,466,816 
Plus amortization expense 362,218 1,564,302 
Plus interest expense 10776560 43 889,294 

Subtotal 32,830,304 161,050,479 
x4 nia Annualized quarterly total income available for debt service 

Total income available for debt service 131,321.216 161.050,479 

Maximum annual debt service 67,246,000 67,246,000 

Maximum annual debt service coverage 2,0 2.4 
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MOUNTAIN STATES 
HEALTH ALLIANCE 

Management Discussion 
For the Quarter Ended March 31, 2015 

and Nine Months Fiscal Year to Date 2015 

Volumes 
Quarter ended March 31, 2015 versus quarter ended March 31, 2014 
For the third quarter, strong volume growth continued even with higher than normal inclement winter weather: 
Inpatient admissions were up 1,215 or 8.4% 
Observation patients were down 241 or 4.1%. 
Total "patients in a bed" were up 974 or 4.8% 
Emergency room visits were up 3,960 or 6.8% 
Urgent care visits were up 1,827 or 7.9% 
Surgeries were up 236 or 2.7% 

Fiscal Year to Date (Three Quarters) 

Compared to the prior year fiscal year to date: 
Inpatient admissions were up 3,989 or 9.5% 
Observation patients were down 965 or 5.2% 
Total "patients in a bed" were up 3,024 or 5.0% 
Emergency room visits were up 12,675 or 7.1% 
Urgent care visits were up 7,425 or 11.4% 
Surgeries were up 1,597 or 6.2% 

';tateinent.of Revenue and .Expenses. 
Quarter ended March fir, 2°15 versus quarter ended March 3r, 20E4 

Revenue 
Net patient service revenue increased $17.6 million or 7.6% from the same quarter last year due to the volume 
increases listed above. Other revenue declined $7.7 million or 79.7% mainly due to an increase in minority interest 
related to the non-wholly owned hospitals. Premium revenue increased $5.5 million or 120.9% due to an increase in 
covered lives in the system owned health plan. 

Expenses 
Salaries and benefits increased $3.8 million or 3.2% as a result of the volume noted above. FTEs per AOB for the 
quarter declined from 4.33 to 4.27 due to a continued focus on daily labor management. 
Supply cost as a % of net for the quarter increased slightly to 17.8% from 17.7% and is mainly due to the higher 
costs of specialty drugs. 
Fees increased $1.0 million or 3.4% primarily due to an increase in physician fees. 
Medical costs increased $5.1 million or 119% due to an increase in covered lives in the system owned health plan. 
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All other expenses increased $.4 million or 1.8% primarily due to an increase in maintenance contracts. 
Interest expense declined by 5.4 million or 3.5%. 
DepreciationlAmortIzation expense declined by $2.5 million of 12.8%. 

Operating EBITDA of $36.4 million was above the same quarter last year by $9.1 million or 33.1% 

Fiscal Year to Date (Three Quarters) 
Net patient service revenue increased $52.1 million or 7.6% from the same quarter last year due to the volume 
increases listed above. Other revenue declined $17.8 million or 52.1% due mainly due an increase in minority 
interest related to the non-wholly owned hospitals and meaningful use dollars received in the prior year. Premium 
revenue increased $15.7 million or 273.1% due to an increase in covered lives in the system owned health plan. 

Salaries and benefits (including contract labor) increased $6.4 million or 1.8% as a result of the volume noted 
above. FTEs per AOB of 4.36 declined from 4.54 for the prior fiscal year to date due to a continued focus on daily 
labor management. 
Supply cost as a % of net for the fiscal year to date increase slightly to 17.8% from 17.7% in the prior fiscal year to 
date. The increase Is mainly due to the higher costs of specialty drugs. 
Fees increased 5.6 million or 0.7% primarily due to an increase in physician fees. 
Medical costs increased $14.6 million or 270.1% due to an increase in covered lives in the system owned health 
plan. 
All other expenses increased $1.9 million or 2.5% primarily due to an increase in maintenance contracts. 
Interest expense declined by $.5 million or 1.5%. 
DepreciationlAmortization expense declined by $7.1 million or 12.1%. 

Operating EBITDA of $103.1 million was above the same three quarters last year by $30.2 million or 41.5%. 

lalanceSheet 
The only significant changes were a result of the normal annual debt service payments. Other noteworthy items are: 
(1) increase in net accounts receivable of $15.9 million due to the increase in volume and increase in utilization of 
high deductible health plans resulting in an increase in patient liability and a longer collection cycle (2) decrease in 
the fair value of the interest rate swaps of $7.0 million and (3) increase in deferred income of $11.7 million. The 
deferred income is mainly related to investment earnings and will be included in earnings at the end of the fiscal year. 
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Statistics: 

The following table contains historical utilization statistics and payor mix for the quarters and fiscal years to date 

ended March 31, 2015 and March 31, 2014. 

03 
FY15 

03 
FY14 

YID 
FY15 

YID 
FY14 

Admissions 15,753 14.538 46,182 42,193 
Observation Patients 5,630 5,871 17,469 18,434 
Patients in Bed 21,383 20,409 63,651 80,627 

Patient Days 74.833 71,613 213,313 204452 
Average Length of Stay 4.75 4.93 4.62 485 
Average Daily Census (inch observation patents) 894 861 842 813 

Emergency Room Visits 62.282 58,322 190,768 178,093 
Urgent Care Visits 24,890 23,063 72,384 64,959 

Inpatient Surgeries 2,842 2,660 8,453 8,162 
Outpatient Surgeries 5,977 5,923 18.817 17,511 
Total Surgical Cases 8,819 8,583 27,270 25,673 

FTEs 7,077 6,949 7.012 7,015 
FTEs per A08 4.27 4,33 4.35 4.54 

YID YTD 

Payor Mix FY15 FY14 

Medicare 29.6% 32.0% 

Managed Medicare 21.3% 19.7% 

TennCareiMedicaid 14.1% 14.5% 

Mangaged Care/Other 27.8% 26.1% 

Self-Pay 7,2% 7.7% 
100.0% 100.0% 

3 
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Daniel J. Sullivan 
SBH-Kingsport Report 
Information Reviewed 

1. Tennessee Guidelihes for Growth 
2. Rules of Tennessee Health Services and Development Agency 
3. Memorandum on the standard and scope of review in administrative appeals 
4, HSDA file for SBH-Kingsport project (CN1312-050) 
5. HSDA File for Crestwyn Behavioral Health (CN1310-040) 
6. HSDA for Rolling Hills Hospital (CN1312-051) 
7. HSDA file for TrustPoint Hospital (CN1502-006) 
8. CON application for Indian Path Medical Center (CN9606-042) 
9. Population Data from Tennessee Department of Health 
10. Joint annual reports of hospitals for hospital provers in Northeastern Tennessee 
I 1. Depositions of: 

a. Jim Shaheen 
b. Mike Garone 
c. Marlene Bailey 
d. Shane Hilton 
e. Kasey McDevitt 
f. Alan Levine 

12. MSHA Deposition exhibits 14-66 
13. Discovery responses by both parties 
14. Mental Health, US, 2010, SAMSHA 
15. Behavioral Health US, 2012, SAMSHA 
16. County health rankings for Tennessee and Virginia, University of Wisconsin/RWJ 

Foundation 
17. MSHA 2013 Bond Official Statement 
18. Tennessee Health Care Financing Administration, FY2016 Budget Presentation 
19. Grading the States, 2009, NAMI 
20. Shrinking Inpatient Psychiatric Capacity: Cause for Celebration or Concern? National Health 

Policy Forum 
21. The Shortage of Public Hospital Beds for Mentally Ill Persons: A Report of the Treatment 

Advocacy Center 
22. Trends And Issues In Child And Adolescent Mental Health, Health Affairs 
23. Survey Assesses Trends in Psychiatric Hospitalization Rates, NIMH 
24. State Estimates of Adult Mental Illness from the 2011 and 2012 National Surveys on Drug 

Use and Health, SAMSHA 
25. Behavioral Health Barometer, Tennessee, 2014, SAMSHA 
26. MSHA Social Responsibility Plan, 2012 
27. Mental Illness: Fact and Numbers, NAMI 
28. Parity or Disparity: The State of Mental Health in America 2015, Mental Health America 
29. Affordable Care Act Will Expand Mental Health and Substance Use Disorder Benefits and 

Parity Protections for 62 Million American, ASPE Policy Brief 

$ EXHIBIT 

2 2? 7ksi 
S1311- 
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HealthSouth Rehabilitation Hospital-Sullivan 
2013 Inpatient Origin 

County 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 

or Discharge 
"A, of Total 

Discharges 

Cumulative 
% of 

Discharges 

Sullivan 406 5,979 47.8% 47.8% 

Other Virginia 227 3,413 26.7% 74.6% 

Hawkins 125 1,757 14.7% 89.3% 

Washington 32 483 3.8% 93.1% 

Harlan, KY 17 229 2.0% 95.1''', 

Greene 14 206 1.6% 96.7% 

Dickenson, VA 12 167 I.4% 98.1% 

Carter 3 50 0.4% 98.5% 

Washington, VA 3 39 0.4% 98.8% 

Hamblen 2 , 39 0.2% 99.1% 

All Other States and Countries 2 ) 19 0.2% 99.3% 

Grainger 1 19 0.1% 99.4% 

Johnson I 20 0.1% 99.5% 

Union 1 26 0.1% 99.6% 

Dawson, GA I I 7 0.1% 99.8% 

South Carolina I 13 0.1% 99.9% 

West Virginia 1 16 0.1% 100.0% 

TOTAL 849 12,502 100.0% 

Source: Join! . Innual Report of Hosjnlals 

EXHIBIT 1 

11  230 1/2 

[158/1  giniSport, 

n-s.,, 

SBH-KINGSPORT 002186 SBH-KINGSPORT 002186



11 ellmont llokton Valley Medical ('enter 
2013 Inpatient Origin 

County 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 

or Discharge 
Patient Dins 

% of Total 
Discharges 

Cumulative 
% of 

Discharges 
Sullivan 7.010 ;1.23D 39.3,o  39.3% 

I Iawkins 3,045 11,958 17.1"0 56.4% 
( niter Virginia Counties 2,480 11.495 13.9..1 70.3.5, 

Scott. VA I.803 8.005 10.1 0 n 80.4"0 

Wise, VA 1.087 5.392 6 I"0 86 5". 

Washington 1,01 7  4.061 5.7'). 92.2"0 

Greene 658 ;.218 3.7". 95.9.,., 

Other Kenlucky.  Counties 33 1,338 0.'1. 96.1"0 

Hancock 205 995 I 2% 97 2° 

Carter 116 453 0 7"i, 97.9". 

Ilamblen 51 286 1).3"0 98.2". 
linicoi 63 282 114°0 98 5". 

Pike. KY 36 261 0.2". 98.71. 

Johnson 15 191 0.3". 99.0"0 

Perry. KY 17 174 0.1". 99.I"0 

Cocke 24 144 0 I°. 99.2". 

(irainger 20 140 0.1". 99.3"0 

Claiborne 14 68 0.1"0 99.4"0 

Bradley I 51 0 0"0 99.4"0 
other North Carolina Counties 17 50 0 I". 99.5". 

Campbell i 47 0.0". 99.5" 5"o 

Knox 12 38 0.1"0 99 6"0 

Sevier 12 35 0.1". 99.7... 

Jefferson 8 29 0.0... 99.7% 

I exas 5 , 0.0". 99.710 

Blount 4 21 011"0 99 8"0 

i )(her t leorgia Commes 6 I6 OAP n 99.X% 

1she, NC 3 15 0 0". 99.K% 

Shelby 4 I2 0.0". 99.8° .0 

Wilson 3 12 0.0". 99.8°0 

Avery. NC 4 11 0 0". 91) tr. 0  

1Villi:1111MM ' - 10 0.0% 99,9% 

Jackson, (iA 1 10 0 0°. 99.90. 

Sequatclue 1 7 0 0.0 99.90;)  

Cobh. (i:\  2 7  7 0 00. 99.90 0  

1 ishoming.o. MS I 6 0.0". 9910 0 

I !mullion - 5 0.00 0 99. 90 0  

Monroe ' 5 0.0". 99.9°n 

Loudon 4 0.11°. 99.9"•0 

( )hion I 4 Om.. ro.cp,, 

Roane ' - 4 0.0"0 100.00. 

N1cMinn I 3 0.0% 100.0",. 

Tuscaloosa, \I. I 3 140". 100.000 

St. Francis. AR I 3 0.0". 100.0"0 

Stewart I 2 (4i1"i, 100.0"0 

Carroll I 1 0 0.0 100.0". 

l ,nion I l 0 0" o 100.0". 

I ee, AI I I Orr 0 

TOTAL 17.825 82.127  100.00. 

.Joint 1(cintrt ql Hospitals 

 

P$ EXHIBIT 
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Wellmont Bristol Regional 11edical Center 

Psychiatric and Substance Abuse Discharges by County 

County State 2011 2012 2013 2011 2012 2013 
Washington, VA 309 351 409 25.5% 27.8";;) 31.1% 

Sullivan, rN 207 239 2*) I7.1% 18.9% 21.9% 

Wise, VA 178 183 137 14.7% 14.5% 10.4% 

Smyth, VA 1 18 III 137 10.6% 8.8% 10.4% 

Lee. VA 81 91 73 6.7% 7.2% 5.5% 

Russell, VA 42 56 46 3.5% 4.4% 3.5% 

Scott, VA 56 57 42 4.6% 4.5% 3.1% 

Wyche, VA 53 47 39 4.4% 3.7% 3.0% 

Dickenson, VA 31 23 37 2.6% 1.8% 1.8% 
Buchanan. VA 31 33 28 2.6% 2.6% 2.1% 
Tazewell, VA 56 42 )5 4.6% 3.3% 1.9% 

Hawkins, TN 7 I I 14 0.0'4 0.9% 1.1% 

Washington, TN 9 8 1 I 0.7% 0.6% 0.8% 

Carter, TN 7 6 I I 0.6% 0.5% 0.8% 

Grayson, VA 4 I 4 0.3% 0.1% 0.3% 

Greene, TN , _ 3 0.1% 0.0% 0.2% 

Unicoi, TN I I 3 0.I'',;, 0.1% 0.2% 

Johnson. TN 5 I 2 0.4% 0. I % 0.2% 

Hamblen, TN I 2 _ 0.1% 0.0% 0.2% 

Cocke, TN I 0.0% 0.0% 0.1% 

Harlan, KY 1 0.0% 0.04;, 0.1°4 

Madison, NC 1 0.0% 0.0% 0.1% 

Hancock. TN 1 1 1 0.1% 0.1",i) 0.11!'i, 

Ashc, NC I 0.0% 0.0% 0.1% 

Letchcr, KY 2 1  1 0.2% 0.1% 0.0% 

Grand Total 1,211 1,263 1 ,317 100.0% 100.0% 100.0% 

Source: NISHA, 000792 

 

V c 1 1 
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Strategic Behavioral Health-Kingsport 
Historical and Projected Service Area Population 

2013 
Tennessee Virginia 

Cohort Hawkins Sullivan Lee Scott Wise Total 
Under 18 11,651 30,323 4,822 4.237 8,290 59,312 

1 X to 64 34,807 95,805 15,777 13.673 26.114 186,177 
654- 10,815 32,323 4,586 4.730 6.185 58,639 

Total 57,273 158,451 25,185 22,640 40.589 304,138 

2015 
Tennessee Virginia 

Cohort Hawkins Sullivan Lee Scott Wise Total 
Under 18 10,943 28,473 4.818 4.227 8,318 56,779 

IX to 64 35,059 96.734 15,693 13,608 25,859 186,953 
65+ 11,739 34,287 4.647 4,89I 6.459 62,023 

Total 57.741 159.494 25.159 11,715 40,636 305,755 

2019 
Tennessee Virginia 

Cohort Hawkins Sullivan Lee Scott Wise Total 
Under 18 8,989 23.553 4,809 4.204 8,389 49,943 

18 to 64 35.827 99.677 15.485 13,444 /a,/33 189.667 

65+ 13,425 38,477 4,804 5,317 7,197 69,120 

Total 58,141 161.707 25,098 22.965 40,819 308,830 

Annual % Change, 2013-2019 
Tennessee Virginia 

Cohort Hawkins Sullivan Lee Scott Wise Total 
Under 1 X -3.6" 0 -3.5% 0.0% -0.1% 0.2% -2.4% 
18 to 64 0.4% 0.6% -0.3% -0.2% -0.5% 0.3% 

65+ 3.1% 1.50, 0.7% 1.7% 1.  -)% 2.4% 

Total 0.2'!,, 0.3'',u 0.0'!„ 0.1% 0.1% 0. /% 

Source: Tennessee data: Tennessee Department of Health, I )ivision of Policy, Planning and Assessment, Office of 
Icalth Statistics. 

Source: Virginia data: l;8 Census Bureau. Population and Housing I 'nits Estimates: Weldon Cooper Center for Public 
Service, I )emographics \Vorkforce (iroup, www.coopercenter.orgidemographics.: 
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Strategic Behavioral Health-Kingsport 
Total Psychiatric Bed Need Under Guidelines for Growth Formula 

2015 2019 

Total Service Area Population 305,755 308.830 

Psychiatric Beds Needed per I 00.000 30 30 

Total Psychiatric Beds Needed 92 93 

Existing Psychiatric Beds 12 1 2  

Net Psychiatric Bed Need 80 81 

SBH Proposed Beds 72 71 
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Strategic Behavioral Health-Kingsport 
Adult Psychiatric Bed Need Under Guidelines for Growth Formula 

2015 2019 

Service Area Population 18-64 186.953 189.667 

Psychiatric Beds Needed per 100,000 30 30 

Total Psychiatric Beds Needed 56 57 

Existing Psychiatric Beds 12 1) 

Net Psychiatric Bed Need 44 45 
SBH Proposed Beds (Including Chemical 
Dependency) 28 -)8 
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Strategic Behavioral Health-Kingsport 
Child/Adolescent Psychiatric Bed Need Under Guidelines for Growth 

Formula 

2015 2019 

Service Area Population Under 17 56.779 49.943 

Psychiatric Beds Needed per 100,000 30 30 

Total Psychiatric Beds Needed 17 15 

Existing Psychiatric Beds - - 

Net Psychiatric Bed Need 17 15 

SBH Proposed Beds 28 28 
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\Vellmont Bristol Regional Medical Center 
Psychiatric Bed Utilization 

2011 2012 2013 

Beds 12 12 12 

Discharges 335 431 427 

Patient Days 2,448 2,745 2,884 

Average Length of Stay 7.3 6.4 6.8 

Average Daily Census 6.7 7.5 7.9 

Occupancy % 55.9% 62.5% 65.8% 

.S'ourc•e: Joint ,4nnual Reports of Hospitals 

V n-) 1 
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S SSH ED F 17 36 hours Willow 

la HVMC F 76 IS hours Spruce 
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PATIENT FLOW SHEET 

DATE: 2/13/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow(12). 1  

Census 14 16 25 14 11 

Blocked Rooms 0 0 225B 0 0 

Beds Available 0 0 0 0 IM 

Name of Patient Waiting. Location M/11 Age •  LOS Since Consult, Potential Unit Comments: 

(Admitted/Unit) 

AIMS HVMC ED F 16 11 hours Willow 

4.111.1111111a .1CMC 7505 M 61 36 hours New Leaf 

amopil 581-1 303 F 83 36 hours Spruce/New 

Leaf 

Home F 81 21 hours New Leaf 

Fay  

HVMC ED F 31 12 hours Laurel/Cedar 

CENSUS: 80 
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PATIENT FLOW SHEET 

DATE: 2/14/15  

TIME 0730  

Cedar (14). Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 12 12 —24 14 11 

Blocked Rooms 0 0 225B 0 0 

Beds Available 2M 0 1M 0 1M 

Name of Patient Waiting Location WE Age: WS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

tR Home P 81 48 hours New Leaf 

SSA ED F 17 11 hours Willow 

CENSUS: 73 
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PATIENT FLOW SHEET 

CENSUS: 69  

Cedar (14) Laurel (16) Poplar (26) Spruce 4) Willow (12) 

Census 13 9 22 14 11 

Blodced Rooms 0 0 0 0 0 

Beds Available 1 7 4 0 1 

Name of Patient:Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

iillaileft••  BRMC M 44 Cedar 

BRMC F 55 Spruce 

liallart BRMC M 48 Cedar 

in HVMC M 78 New Leaf 

I 

DATE: 2/17/15 

TIME 0730 
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Cedar -04) Poplar PO Willow ( 2) 

Census 12 14 23 14 9 

Blocked Rooms 0 0 0 0 0 

Beds Available 2 2 3 0 3 

PATIENT FLOW SHEET 
CENSUS: 72  DATE: 2/18/15 

TIME 0730 
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Naine o Patten 17k/aitua* Location WF Age,LOS Since Consult Potentiaj Unit Comments: 

(Admitted/Unit) 

HVMC M 78 2/17/15 New ea 
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PATIENT FLOW SHEET 

DATE: 2/19/15  

TIME 0730  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 11 15 24 14 4 

Blocked Rooms 0 0 0 0 0 

Beds Available 3 1 2 0 8 

Name of Patient Waiting
, 
 Location M/F Age LOS Since Consult 'Potential Unit Comments: 

(Admitted/Unit) 

1111111M HVMC M 78 2/17/15 New Leaf 

CENSUS: 68 
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PATIENT FLOW SHEET 

DATE: 2/20/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 15 23 13 3 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 1 M 3 1 F 9 

Name of Patient Waiting Location /F Age OS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

IPMC ED P 20 2 hours Cedar 

CENSUS: 68 
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PATIENT FLOW SHEET 

DATE: 2/21/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 23 13 3 

Blocked Rooms 

Beds Available 0 0 3 I F 

Name of Patient Waiting -.Location M/F • •Age i LOS- Since Consult. Potential. Unit . :Comments: 

(Admitted/Unit) 

HVMC ED M 78 48 hours (since 

reconsult 

New Leaf 

4NNIIIIIII -  
HVMC Floor F 43 44 hours Laurel 

HVMC Floor F 70 36 hours Cedar Needsblocked room until culture 

comes back 

Home F 67 7 hours New Leaf 

JCMC ED F 9 hours Laurel 

CENSUS: 69  
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PATIENT FLOW SHEET 

CENSUS: 71 

Cedar (14) Laurel (16) . Poplar (26) Spruce (14) alow(12) 

Census 14 16 24 14 3 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 2 0 9 

Name of Patient airing . Location M/F Age LOS Since Consult Potential Unit Comments: 

(AdmMed/Unit) 

ela 1-IVMC ED M 78 2/17/15; reconsul ed 

on 2/19/15 

New ea To be reeonsulted today 

HVMC Floor F 43 2/19/15 Laurel Tote reconsulted today 

I SINIP  HVMC Floor F 70 2/19/15 Cedar To be reconsulted today 

I S 
Home F 67 31 hours New Leaf 

rilinelb, SSH ICU F 18 21 hours Laurel/Cedar 

41111111110NS IPMC ED M 28 6 hours Laurel/Cedar 

DATE: _2/22/15 

TIME 0730 
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PATIENT FLOW SHEET 

DATE: 2t23/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) illo (12) 

Census 15 17 25 13 3 

Blocked Rooms 

Beds Available 

Name of Patient Waiting. Location M/F Age LOS-Since Consult yotential Unit , Comments:: 

(Admitted/Unit) 

Se ICMC ED M 68 l br N Leaf/Cedar 

4111111.1011" SS1-1 ICU F 18 2/21./15 Laurel/Cedar 

ASII. SSH Floor M 43 2/22/15 Laurel/Poplar 

aitt HYMC P 43 2/22/15 Laurel 

daiSSIMISOP HVMC F 70 2/22/15 Cedar/Spruce 

IIIIIMINP Home F 67 2/20/15 Spruce 

gee Laughlin M 19 2/22/15 Poplar 

filtilallil Hawkins M 36 2/23/15 Laurel 

CENSUS: 73 
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PATIENT FLOW Sti NET 

DATE: 2/24/15  

ME 0730 

Cedar(14) Laurel (16) Poplar (26) .Spruce (14) Willow (12) 

Census 14 14 23 13 5 

Blocked Rooms 0 0 0 0 o 

Beds Available 0 2 3 1 7 

Name of PattentWatting Location M/F Age LOS Since Consult. Potential Unit: Comments: 

(Admitted/Unit) 

Sae HVMC M 78 

elm 

 2/22/15 New Leaf 

HVMC F 70 2/22/15 New Leaf MRSAIVRE 

"'t 

CENSUS: 69 
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PATIENT FLOW SHEET 

DATE: 2/25/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow(12) 

Census 13 12 19 14 5 

Blocked Rooms 0 0 0 0 0 

Bcds Available 1 4 7 0 

Name of Patient Waiting Location M/F Age- LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

ii.110111111111.10111.1 1-1VMC F 70 2/22/15 New Leaf MR-SANRE - 

[ I I 

CENSUS: 63 
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PATIENT FLOW SHEET 

DATE: 2/26/15 

TIME 0730 

Cedar (14) : Laurel (16) Poplar (26) Sp c,e (14) Willow (12) 

Census 12 13 16 13 5 

Blocked Rooms 0 0 0 411a 0 

Beds Available 2 3 10 0 7 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

Smarr HVMC F 68 1 hr New Leaf 

CENSUS: 59 
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PATIENT FLOW SHEET 

DATE: 2/27/15 

0800 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 12 13 19 13 5 

Blocked Rooms 0 514A 0 411A 0 

Beds Available 2 2 7 0 

Name of Patient Waiting Location M/F Age.  LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

CENSUS: 62 
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PATIENT FLOW SHEET 

DATE: 2/28/15  

TIME 0800  

Cedar (14) Laurel (16) Poplar, (26). Spruce (14) Willow (12) 

Census 14 12 20 12 7 

Blocked Rooms 0 0 229E 411A 3I2A 3126, 313A, 

31313 

Beds Available 0 4 5 IF IM 

Name of Patient Wading Location M/F Age LOS Since Consult Potential Unit Comments; 

(Achnitted/Dnit) 

Me JCMC floor M 33 14 hours Poplar Pending medical stability 

111.11.11.1111111 Jefferson Co F 21! 12 hours Poplar Pending medical stability 

CENSUS: 66 
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PATIENT FLOW SKEET 

DATE: 3/1/15 

TIME 0800 

Cedar (14).. Laurel (16) . Poplar (20 Spruce (14) Willow ( 2) 

Census 14 16 20 13 8 

Blocked Rooms 0 0 229E 411A 312A, 312B, 313A, 

3138 

Beds Available 0 0 5 0 0 

Name of Patient Waiting Location lvf/F Age OS Since Consult Potential Um Comments: 

(Admitted/Unit) 

CENSUS: 71 
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PATIENT FLOW SHEET 

DM E: 3/2/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 12 15 24 13 10 

Blocked Rooms 0 0 229b 411a 0 

Beds Available 2 1 1 0 2 
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Name of Patient Waiting Location M/F LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

Age 

None 
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PATIENT FLOW SHEET 

CENSUS: 78 DATE: 3/3/15 

TIME 0730 

  

      

      

        

        

Cedar (14) Laurel (16) Poplar (26) Spruce (I4) Willow 12) 

Census 12 15 26 13 12 

Blocked Rooms 0 0 0 411a 0 

Beds Available 2 1 0 0 0 

Name of Patient Waning Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

S JCMC PEDS F 17 9 hrs Willow 

1.11.11111/01111111, Hawkins Co F 17 7 hrs Willow 

111111a IIVMC M 18 4 hrs Cedar 

SIMI HArmc M 39 3 hrs Cedar 
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DATE: 3/4/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 15 25 12 12 

Blocked Rooms 0 0 0 411a 

Beds Available 

Name of Patent Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

None 

PATIE1\ T FLOW SHEET 

CENSUS: 77  
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DATE: 315/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 14 22 10 12 

Blocked Rooms 6196 0 0 408b 411a 0 

Beds Available 0 2 I 4 2 0 

Name of Patient Waiting Locate M/F AgeLOS Since Consult. Potential Unit Comments: 

(Admitted/Unit) 

a JCMC F 16 8 brs Willow 

141111e BRMC M 16 6 lus Willow 

BRMC F 50 6 brs Cedar 

BRMC P 12 5 hrs Willow 

PATIEIT FLOW SHEET 
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PATIENT FLOW SHEET 

DATE: 3/6/15 

ME 0830 

Cedar (14) Laurel (16)' Poplar (26) Spruce (14) Willow (12) 

Census 13 16 21 13 12 

Blocked Rooms 

Beds Available IM F 

Name of Patient Waiting Location MIF Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

■ lakoma ER P 49, 3 hours Laurel 

BRIvIC ED P 12: 7 hours Willow 

CENSUS: 75 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
2
5
3



45
2
20
0
 TR
O
P
S
G
N
IK
-
H
B
  

£
9
6
T
0
0
 V
H
SN
 

H
i
g
h
l
y
 
C
o
n
f
i
d
e
n
t
i
a
l
  

PATIENT FLOW SHEET 
CENSUS: IVO  

TIME 0800 

Cedar (14) Laurel (16) ! Poplar (26) Spruce (14) Willow (12) 

Census 14 15 16 14 11 

Blocked Rooms 

Beds Available 0 1M 10 0 IF 

Name of Patient Waiting Location /F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

igrilllilli.  BRMC ED F 48 11 hours Cedar 

DATE: 3/7/15 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
2
5
4



5
5
2
2
0
0
 T
R
O
P
S
G
N
I
K
-
H
B
  

t'
96
1
0
0
 V
H
S
W
 

T
P

T
4
u

a
lD

T
3
u

0
3

  
A

T
T-1

5T
H

  

PATIENT FLOW SHEET 

DATE39/15 
TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 15 17 26 13 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 1 f 2 

Name of Patent Waiting Location MB Age LOS Since Consult Potentiaf Ifni comments: 

(Admitted/Obit) 

1.11.1.11S HVMC M 32 2/8/15 Laurel 

111.11111.1111in Hancock F 56 2/R/15 Laurel 

11111.6111.11111111118.  FIVMC F 70 2/8/15 New Leat 

ea HVMC F 20 2/815 Poplar 

ann.' HVMC M 37 7 Ian Cedar  

CENSUS: 81 
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DATE: 3/10/15 

TIME 0730 

CENSUS:_p7  

PATIEIN T FLOW SHEET 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 17 22 13 11 

Blocked Rooms 0 0 0 411a 0 

Beds Available 0 0 4 0 1 in 

Name of Patient Waiting Location Age LOS Since Consul Potential Unit Comments: 

(Admitted/Unit) 

SSH ED 13 6 hrs Willow 

Laughlin. 15 5 hrs illo 
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PATIENT FLOW SHEET 
CENSUS: 7k  

Cedar, (14) Laurel (16) , Poplar (26) Spruce (14) Willow (12) 

Census 13 16 24 13 12 

Blocked Rooms 0 0 0 411a 0 

Beds Available 1 0 2 0 0 

Name of Patient Waiting Location M/F Age 

1 

LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

alle Laughlin P 15 3/10/15 Willow 

i 

i

t 

DATE: 3/11/15 

TIME 0730 
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PATIENT FLOW SHEET 
CENSUS: g2  

Cedar (14) Laurel (16) i  Poplar (26) Spruce (14) Willow (12) 

Census 15 17 26 13 11 

Blocked Rooms 

Beds Available 

Name of Patient Waiting Location /F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

IPMC ICU P 401 12 hrs Poplar 

IPMC ED M 601 6 brs Cedar/Laurel 

WRNS JCMC M 39} 1 hr Poplar 

SIRS CSU F 451 6 hrs Laurel 

•1111.....ilefr Takoma M 4 11 hrs Poplar 

BRMC F 21t 5 hrs Poplar 

Hawkins F 551 
1 

1 hr Laurel 

DATE: 3/12/15 

TIME 0730 
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CENSUS: &a DATE  3 113 5 

TIM.E 0130 

11 

ItC13:1 A VII •IitIt 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
2
5
9



PAlIENT FLOW SHEET 
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PATIENT FLOW SHEET 

CENSUS:  a  DATE.  3 --/3- 
Tayl Er/  /9 e'  4{5- 

etaer (1.1) I Leurcl; 161 Poplar (26) I Spruce:(1(l) Willow (12) 
' I I'll'ilrt 

ry 

0 

H) 

(2 
1 1 '. i  1 

rt 
H. 1310c4, tril 

0  
ENE 

me of P(Misa Waiting Locatiai LOS Since Consult go Pottatt aL Unet COMMelta: 

(Pahl:Ittied/Una) 
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PATIENT FLOW SHEET 

DATE: 3/16/15  

TIME  

Cedar (14) Laurel (16).1 Poplar (26) Spruce (14) Willow (12) 

Census 14 16 
O 

26 14 11 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 0 1 m 

Name of Patient Waiting Location M/11  Age 
i 

LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

__--‘,, JCMC ED M 6 hrs Cedar  

JCMC ED M 51i 
1 

5 hrs Poplar 

JCMC ED F 48' 5 hrs Poplar 

JCMC ED F 20 4 firs Cedar 

ailli. JCMC ED M 421 2 hrs Spruce/Laurel 

BRMC ED P 141  
4 

3/13/15 Willow 

"tate  BRMC ED M 441 3/15/15 Poplar 

a Home M 901 3/14/15 Sprucc/NL 

HVMC M 361 7 hrs Laurel 

'- BRMC ICU M 541 3/15/15 Poplar  

CENSUS: •sl  
p 
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PATIO\ T FLOW SHEET 

CENSUS: 74  

TIME 0730 

Cedar (14) Laurel (16) y Poplar (26) Spruce (14) Willow (12) 

Census 14 15 23 13 9 

Blocked Rooms 0 0 

Betts Available 0 1 m 3 1 

Name of Patienta ng Location M/F Age LOS Since Consult Potential Unit Comments; 

(Admitted/Unit) 

BRMC P 361 6 brs Laurel 

DATE: 3/17/15 
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PATIB}4T FLOW SHEET 

CENSUS: 75  

Cedar (14) Laurel (16) I Poplar (26) Spruce (14) Willow (12) 

Census 15 17 
I 
I 

22 13 8 

Blocked Rooms 0 0 I 0 408a 0 

Beds Available 0 0 
1 

4 0 4 

Name of Patient Waiting Location M/F Ise. LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

Hancock Co M 29 7hrs Cedar 

BRMC ED M 50 7 hrs Cedar 

akar LIVMC Ed M E Slits Cedar 

DATE: 3/18/15 

TIME 0730 
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DATE: 

TIME: 

TENT FLOW SHEET 
CENSUS:  70  

/ 3 /6 9 
/  

0 0 0 ( 01 
I 0  

IF Ai; LOS Since Consul Patents al Unit Cumenents: 

(Atinullecl/L1101) 
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PATIENIF FLOW SHEET 

CENSUS:  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 15 
I 

26 13 11 

Blocked Rooms 0 0 0 408A 0 

Beds Available 0 IF 4 0 0 1M 

Name of Patient Waning Location M/F Ale LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

JCMC ED M 70.l. 10 hours rel/Cedar 

illiliniet JCMC ED M 44 1 7 hours Laurel 

JCMC ED M 44 14 hours Poplar 

IPMC ICU F 
a 

6 hours Laurel 

allindilsik JCMC ED M 3 hours Laurel/Poplar 

JCMC ED M 21 S 1.5 hours Poplar/Laurel 

DATE: 3/21 /1 5 

TIME 0800 
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PATIENT FLOW SHEET 
CENSUS: 8b  

Cedar (14) Laurel (16) , Poplar (26) Spruce (14) Willow (12) 

Census 14 16 26 13 11 

Blocked Rooms 0 0 408A 0 

Beds Available 0 0 0 0 1M 

Name of Patient /at ng Location M/F Age 1 LOS Since Consult Potential Unit Comments: 

(Admitled/Unit) 

fill!akiilLaill  

BRMC Floor F 69 1-  Since 3/20 Cedar/Laurel 

HVMC NI 57 Since 3/20 Cedar/Laurel 

Laughlin F 30
11 

 Since 3/20 Cedar 

i i in a i MOD  HVMC ED NI 70 Since 3/20 Poplar/Spruce 

eit BRMC ICU P 52 120 hours Poplar 

a IPMC ICU F 57 g 18 hours Laurel 

diliiimew JCMC ED M 28 1 13 hours Poplar 

diellillepar 1CMC ED M 30 I 13 hours Laurel 

disiiisisit• FWCH Floor F 78 14 hours Spruce/t4L 

fa JCMC ED M 48 11 hours Poplar 

JCMC ED M 45 2 hours Laurel 

I 

DA I E. 3/22/15 

TIME 0800 
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PATIEIT FLOW SHEET 

CENSUS: 81  

Cedar (14) Laurel (16) i Poplar (26) Spruce (14) Willow (12) 

Census 14 16 26 13 12 

Blocked Rooms 0 0 0 408a 0 

Beds Available 0 0 j 

3 

0 0 0 

Name of Patient Waiting Location M/F •;ge LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

IPMC Floor 1 68 7 lire Spruce 

JCMC Floor 79 3/22/15 New Leaf 

IPMC Poor F 
• 

3/22/15 Laurel 

FW(-1-1 F 78 3/21/15 New Leaf 

BRMC F 69: 3/21/15 Spruce 

HVMC M 57. 3/21/15 Ceciar/Laurcl 

- Lauglin F 30' 3/21/15 Cedar 

11.111...6 HVMC M 70 3/21/15 Poplar/Spruce Justin Gilliam HVMC Poplar 

BRMC F 524  3/21/15 Poplar Jeremy Robertson Hawkins Cedar 

1-1V/vIC M 33.  3/22/15 Poplar Kimiserly.Allen Hawkins Poplar 

DATE 3/23/15 

TIME 0730 
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PATIENT FLOW SHEET 

CENSUSi_48  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 11 16 26 13 12 

Blocked Rooms 0 0 7 0 0 0 

Beds Available 3 0 0 I f 0 

Name of Patient Waiting LocationM/F A: e LOS Since ConsultPotential Unit Comments. 

(Admitted/Unit) 

FWCH F 3/21/15 New Leaf 

411WIS BRMC F 3/21/15 Spnice/NL 

eget* Home M 701 3/21/15 Spruce/Poplar 

Home F 82 3/23/15 New Leaf 

IPMC M 68 „ 3/23/15 NL /Spruce 

1 

DAIS: _3/24/15 

TIME 0730 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
2
7
0



1
7
2
20
0
 TR
O
P
S
G
N
IK
-
H
B
  

0
8

6
1
0
0
 V

H
S

VI
 

T
P

IR
LIB

P
IF

J
u
o
3
 A
T

LI
-5

T
H

 

PATTEN
IT FLOW SHEET 

CENSUS: '73  
tr 

Cedar (14) Laurel (16) 1 Poplar (26) Spruce (14) Willow (12) 

Census 12 13 22 14 12 

Blocked Rooms 0 0 221b 

Beds Available 

Name of Patient Waiting Location M/F Age 

1 

• LOS Since Consult Potential Unit Comments; 

(Admitted/Unit) 

IMINIMIS BRMC F 69) 3/21/15 New Leaf 

ate Home F 82.1 3/24/15 New Leaf 

1 
i 

i 

DATE: 3/25/15  

TIME 0730  
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PATIENT FLOW SHEET 

CENSES:48  

TIME 0730  

Cedar (14) Wild. (16) i Poplar (26) Spruce (14) Willow (12) 

Census 14 16 i: 24 14 10 

Blocked Rooms 0 0 i 0 0 0 

Beds Available 0 0 f 2 0 2 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

a BRMC F —6-91 3/21/15 New Leaf 

ileIlliell HVMC M 311 6 hrs Poplar 

eli Takoma F 53 5 hrs Poplar 

DATE: 3/26/15 
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PATIENT FLOW SHEET 

CENSUSL4  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 16 26 13 12 

Blocked Rooms 619E 0 

Beds Available 0 0 0 408A 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

alike"-  BRMC Floor M 33 Since 3/26 Cedar 

a FICMH F 21 Since 3/26 Poplar 

Millinalilb Takoma ED M 58 Since 3/26 Spruce/ NI, 

41111111.1111111r BRMC F 27 Since 3/26 Laurel 

alliiIIIMie Laughlin h4 43 Since 3/26 Poplar 

se IPMC Floor M 

al" 

 68 Since 3/26 New Leaf 

I-IVMC ED F 29 5 hours Laurel 

0 HVMC ED F 46 8 hours Cedar 

eilligla JCMC ED M 3i 8 hours Any 

IPMC Fr) F 25 4 hours Poplar 

411 11110* JCMC ED F 20 6 hours Cedar 

DATE: _3/27/15 

TIME 0800 
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11114111alr  JCMC ED M 42 10 hours Poplar 

PATIENT 

CENS 

PLOW SHEET (2) 

S: DATE: 

TIME.: 

Cedar (14) Laurel (16) Poplar (24) Spruce (14) Willow (12) 

Census  

Bloetted Rooms 

Beds Available 

MD RECOMMENDED TRANSFERS AT BED HUDDLE: (Room #'s) 

CEDAR LAUREL POPLAR SPRUCE WILLOW Comments: 

REASON THE TRANSFERS 

(Dis 

ARE REMAINING: (Room #'s) 

used et 3:30pm) 

CEDAR Comments: POPLAR :Som tents: WILLOW Comments: 

LAUREL SPRUCE 

' I I 
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FLOW SHEET 

DATE: 3/28/15 

TIME 0800 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 16 26 14 10 

Blocked Rooms 61913 0 0 0 0 

Beds Available 2 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

111111111.1aa,  BRMC Floor M 33 Since 3/26 Cedar 

JCMC Floor M 57 13 hours Poplar 

a Takoma ED M 

Salliiiio 
 58 Since 3/26 Spruce/ NL 

BRMC ED M 22 17 hours Poplar 

Sr Laughlin M 43 Since 3/26 Poplar 

le IPMC Floor M 68 Since 3/26 New Leaf 

MOSS ILVMC ED E.11 34 12 hours Cedar 

111.11.SPI*  Hawkins Co ED M 18 2 hours Poplar 

in111111.1sna Hawkins Co ED M f.7 22 hours Poplar 

Sams Laughlin ICU M 24 22 hours Poplar/Larl 

SS. HVMC ED M 47 22 hours Poplar 

PATIO\ 

CENSUS: 
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a Takoma ED F 40 15 hours Cedar/Lad 

I I la MN I IP JCIVIC ED P 20 5 hours Poplar 

PATIENT FLOW SHEET (2) 

CENS JS: DATE: 

TIME: 

Cedar (14) Laurel (16) Poplar (24) Spruce (14) Willow (12) 

Census 

Blocked Rooms 

Beds Available 

MD RECOMMENDED TR kINSIERS AT BED HUDDLE: (Room WO 

CEDAR LAUREL POPLAR SPRUCE WILLOW Comments: 

REASON THE TRANS 

(Discussed 

MRS ARE REMAINING: (Room N's) 

@ 3:30pm) 

CEDAR Comment POPLAR Comments: WILLOW Comm) 
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PATIE T FLOW SHEET 

CENSUS: o  DATE: 3/29/15 

TIME 0800 

 

     

     

       

       

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 16 26 14 11 

Blocked Rooms 619B 0 0 0 0 

Beds Available 0 0 0 0 1 

Name of Patient Waiting Location M/I" Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

BI(MC ED M 32 Since 3/27 Poplar 

Nalialli Laughlin M 43 Since 3/26 Poplar 

41.1101.0  IPMC Floor M 68 Since 3/26 New Leaf 

HVMC ED M Since 3/27 Cedar 

Hawkins Co ED M 18 Since 3/27 Poplar 

Laughlin ICU M 24 Since 3/27 Poplar/Lad 

HVMC ED M 47 Since 3/27 Poplar 

Takoma ED M 40 Since 3/27 Cedar/Lad 

JCMC Floor :2 ' 22 hours Poplar 

JCMC Floor P 28 21 horns Poplar 

IPMC Floor M 50 18 hours Laurel 
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DATE;  

TIME: 

PATIE 

CENS 

T FLOW SHEET (2) 

S: 

millanillnas  JCMC Floor F 47 1 
-1— 

18 hours Poplar 

SielliNIS JCMC Floor F 34 i 
--1  

17 hours Poplar 

111111Sla SSH ED 81 24 i 15 hours Cedar 

egialffillas SSH ICU NJ 30 1 13 hoots Cedar/Lars 

TPMC ED bA 

IMISIlliftfla 

 53 13 hours Poplar 

JCMC Floor M 31 13 hours Poplar 

a IPMC ED F 68 4 hoots Spruco/Larl 

allalell., Hawkins Co Ell NI 33 T2 hours Poplar/Larl 

Cedar (14) Laurel (1o) Poplar (24) Spruce (14) Willow (12) 

Census 

Blocked Rooms 

Beth Available i 

MD RECOMMENDED T SEERS AT BED HUDDLE: (Room ti's) 
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CEDAR LAUREL POPLAR SPRUCE WILLOW Comments: 
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DATE: _3/30/15 

TIME 0730 

Cedar (14) Laurel (16) I Poplar (26) Spruce (14) Willow (12) 

Census 13 17 f 27 14 11 

Blocked Rooms 61% 

Beds Available 0 0 i0 

I 

0 1m 

Name of Patent Waiting Location M/11  Ake 

1-------  

LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

11001.111.11N FWCH ED Poplar Devon Profitt BRMC Poplar 

*VS 

41111111S-IPTiC 
JCMC P A Poplar Daniel Cradle HVMC Cedar 

M Laurel Matthew Forbis HVMC Poplar 

inialrear JCMC F Poplar Douglas McMurray Hawkins Popl 

011111111111111, JCMC F Poplar Tara Godsey HVMC Cedar 

oilealillit SSFI ICU M 

411.11 
 Laurel/Cedar Susan Dalton Home Poplar 

IPMC M New Leaf Keith Hughes BRMC ED Laurel 

INS Laughlin M 3 Poplar Johnny Davis HVMC ED Cedar 

ere Laughlin M Poplar Jonathan Fields 11VMC Poplar 

IS Takoma F Cedar Linda Tipton HVMC ED Laurel 

PATIENT FLOW SHEET 

CENSUS: 8 
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oinemollalbh Hawkins Co ED 

PATJFNT FLOW SHEET 

CENSUS: 79  DATE: 3/31/15 

TIME 0730 

H
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ofPa4ent -Waiting Location M/17  Age LOS rice Consul Potential Unit 

24 72 hrs aurel May require re-eval 

F 37 60 lus Poplar 

M 21 2 lin Cedar 

M 22 8 hrs Cedar 

Laughlin 

HVMC ER 

Laughlin ED 
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Laurel 6) (_ - ow (12) Cedar:04)H

14  
Poplar, Sptuce,(14) 

Census 17 24 14 10 

Blocked Rooms 0 0 1 0 

Beds Available 0 0 1 0 2 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
2
8
0



SBH-KINGSPORT 002281 SBH-KINGSPORT 002281



PATIE1' T FLOW SHEET 
CENSUS: 76 
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DATE: 4/1/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 15 24 13 11 

Blocked Rooms 

Beds Available 

MI) Name of Patient Waiting.  Location  LOS Since Consult Potential Unit  Comments: 

(Admitted(Unit) 

None 
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PATIENT FLOW SHEET 

DATE: 4/2/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 7 13 20 13 11 

Blocked Rooms 0 0 0 0 0 

Beds Available 7 3 6 1 

CENSUS q 64 

WF ge Name of Patient Waiting  Location  LOS Since Constit  otential Unit  Comments: 

(Admitted/Unit) 

IPMC ED 3 8 hrs Willow 
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PATIEVII FLOW IFFET 

DATE: 04)03/2015 

TIME 0730 

Cedar (14) Laurel (16) Poplar26) Spruce (14) Willow (12) 

Census Unit Closed 16 23 13 11 

Blocked Rooms 

I 
Beds Available 0 

1 
q

r 
!male 1 male 

Name of Patient a ing Location M/F A e LOS Sinte Consult Potential Unit Comments; 

(Admitted/Unit). 

Laughlin ED M 35 . 6 4 Cedar 

Laughlin ED F 15 

g

t 13 Willow  
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PATIENT FLOW SHEET 

CENSUS; 70 DATE: 4/4/15 

TIME 0800 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) , 
. 

Willow(12) 

Census 11 11 25 13 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 3 5 1M 1M 1M, IF 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 
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PATIENT FLOW SHEET 

DATE: 44915  

TIME 0800  

Cedar 04) Laurel (16) Poplar (26) Spruce (14): Willow (12) 

Census 12 14 25 14 II 

Blocked Rooms 0 0 0 0 0 

Beds Available 2 2 IF 0 1M 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

killialim, HVMC ED F 9 8 hours Willow 

CENSUS: 76 
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PATIENT FLOW SHEET 

DATE: 4/6/15 

TIME 0730 

Cedar (14) Laurel (16), Poplar (26) Spruce 04) Willow (12) 

Census 14 15 16 14 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 2 10 0 2 

Name of Patient Waiting Location M/F Age LOS Since Consult PotentiaL Unit Comments; 

(Admitted/Unit) 

I 

CENSUS: 69 
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CENSUS.. 74 DALE: 4/7/15 

PATIENT FLOW SHEET 

TIME 0730 

Cedar (14) Laurel (16) . 'Poplar (26) Spruce (14) - Willow (12) 

Census 14 16 22 13 9 

Blocked Rooms 0 0 0 410b 0 

Beds Available 0 0 4 0 

T
e
T
4
u
a
p
T
;
u
o
3
  
A
T
1 -15

T
H
 

8
8
3
3
0
0
 T
R
O
P
S
G
N
I
K
-
H
B
  

9
6
6
T
0
0
  
V
H
S
N
 

Name of PatientWaiting Locatto LOS Since-Consult otential Unit - Comments: 

(Admitted/Unit) 

M/F Age 

None 
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PATIENT FLOW SHEET 

DATE: 4/8/15  

TIME 0730 

C dar(14) Laurel (16) .: Poplar (26). Spruce (14)4. .Willow (12) 

Census 13 17 12 10 

Blocked Rooms 0 0 10 Water damage 0 

Beds Available if 3 0 2  2 

Name of Patient aiting Location M Age OS.Since Consult Paten ial Umt Comments: 

(Adinitted/Unit) 

None 

CENSUS: 65 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
2
8
9



0
9
3
3
0
0
 

T
R
O
P
S
G
N
I
K
-
H
B
  

8
6
6
T
0
0
 K

E
E

N
 

r- 
Lc) 

0 
0 

H
r. 

0. 

Ct 
rt 
H- 

LOW SI II-TT 

Cedar laurel (iO) Popiar (26) Spruce (14) Willow (12) 

cn 14 '13 11 

Blocked Rooms 229A, 229B 

GA, 2363 

0 

Beds Available U 

J 

Nair "::dent WSing Location 11 .- Age 

. 

LOS:Since Cohsult Potential Unit Coliaments: 

(Admitted/Unit) 
"Itailliss 4  BRIMC lv1 53 12 hours 

I 
Poplar 

-"Wats - Takoma M 29 g 13 hours Loral 

4101119111111111ffilit a if itylC ED iv 5 :lours ,., Poplar. 

. - • 1  
1—. 

—1 • • ... ,  

I 
a—. 

t_____ 

DATE.: 4/10115 

TIME ogOo 
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PATIENT FLOW SHEET 

DATE 4/11/15 

TIME 0730 

Cedar ( 4)- . Laurel (I6) ;..  Poplar (26) . ,Spruce (14) . ,Willow (12) 

Census 14 12 25 14 12 

Blocked Rooms 0 0 0 0 

Beds Available 0 4 IF 0 0 

Name of Patient Waiting Location M/F Age'LOS Since Consult Potential Unit Comments: 

(Acbmtted/Onit) 

none 

e 

CENSUS: 77 
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PATIENT FLOW SHEET 

DATE: 4/13/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) .] Spruce (14) Willow. (12) 

Census 14 15 26 14 12 

Blocked Rooms 0 0 0 0 0 

Rooms Available 0 1 f 0 0 0 

Na e of Patent Waiting . Location M/F Age OS Since Consutt Potential Unit Comments:,,  

(Admitted/Unit) 

HVMC M 31 7 hrs Cedar/Laurel 

Russel Co Va F 14 15hrs Willow 

CENSUS: 81 
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PATIENT FLOW SHEET 

DATE: 4/14/15 

TIME 0730 

Cedar (14)1 Laurel (16) Poplar (26) Spruce (14) ,Willo (12) 

Census 15 16 23 13 11 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 3 1m If 

Name of  Patient Waiting Location M/F Age LOS Since Consul _Potential Unit Com= s 

(Admitted/Unit) 

leallee HVMC 

Ma 

 48 5 brs Cedar 

HVMC M 20 2 lus Laurel 

CENSUS: 78 
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BRMC 41 5 firs Poplar 

Name of. Patient Waiting Location OS$ince Consult Potenttal.Uni Comments: 

(Admitted/Unit) 

M/F 
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PATIENT FLOW SHEET 

DATE: 4/15/15 

TIME 0730 

Cedar (14) Laurel (16)  Popl (26) , Spruce (14) , Willow (12) 

Census 15 16 26 14 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 0 2 

CENSUS; 81 
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PATIENT FLOW SHEET 

DATE: 4/16/15 

TIME 0730 

Cedar (14) . Laurel (16) . ' Poplar (26) Spruce (14) .:Willow (12) 

Census 14 16 25 14 11 

Mocked Rooms 

Beds Available 

Name of Patent Waiting Location M/F - Age LOS Since Consult;Potential Unit Comments: 

(Admated/Ume 
.. . . 

JCMC 2223 F 25 10 hrs Poplar 

Me BRMC ICU F 36 12 hrs Laurel/Cedar 

CENSUS: 80  
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PATIENT FLOW SHEET 

DATE: 4/17/15 

TIME 0730 

Cedar (14) Laurel (16)1 .Poplar (26) - :Spruce (14)- - : Willow (12) 

Census 14 15 24 14 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 1M 2 0 0 

Name of atient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(AdinittechlInit) 

Peds ED F 17 6 hours Willow 

CENSUS: 79 
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PAT  I I-NT FLOW SI-TFET 
DATE: 4/18/15 

TIME 0730 

Cedar (14) Laurel (16) . Poplar (26) Spruce (14) Willow 02) 

Census 12 16 25 11 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 2 0 1 3 0 

Name of Patient Wailmg Location WE Age LOS Since Consult .Potential Unit Comments: 

(Admitted/Unit) 

CENSUS: 76 

Peds Floo  7 31 hours Willow 

8 hours 

7 hours 

Peds ED 

Pods ED 
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Name of Patient Wading -Location M/F Age.  LOS Since Consult Potential-Dint' Comments: 

(Admitted/Unit) 

SUNNI Peds 207 F 16 Since 4/18/15 Willow 

ellIONIMENRO Pods 204 M 12 Since 4/18/15 Willow 
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PATIENT FLOW SHEET 

DATE; 4/19/15 

TIME 0730 

Cedar (14)..: Laurel (16) Poplar (26) Spruce (1 4)_ - — Willo (12) 

Census 14 16 25 12 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 10 I F 2 0 

CENSUS: 79 
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PATIENT FLOW SHEET 

DATE: 4/20/15 

TIME 0730 

Cedar (14) Laurel (16) '6 poplar (26) 7 ,   Spruce (14) , _ illow ( 2) :. 

Census 14 16 23 14 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 3 0 0 

Name of Patient Waiting Location M/F Age.; eLOS Since Consult . 

1 . 
Potential Unit Comments: . 

Winifred/Unit). 

SCMC 7403 F 77 11 hrs Spruce 

iniganalle PEDS 207 F 16 16 hrs Willow 

a hr. PEDS 204 M 12 4/18/15 Willow 

MISS 1 - EIRMC ED F 36 6 his Cedar 

2 ERMC ED M 16 7 hrs Willow 

filiaallbta Home F 77 22 hrs New Leaf 

p 

CENSUS: 79 
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PATIENT FLOW SHEET 

DATE: 4/21/15 

TIME 0730 

.. Cedar (14) Laurel (16) Poplar (26), . Spruce (14) Willow (12) . 

Census 14 16 21 13 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 5 1 f 0 

Name of Patient Wading Location M/11  Age LOS Since Consult;. Potential nit Comments: 

(Admitted/Ljnit) 

SEI JCMC PEDS F 16 9 hrs Willow - :I' 

its* Home F 77 4/1 9/15 New Leaf 

Sit BRMC M 51 4 Ms Cedar 

Hancock M 16 11 hrs Willow 

Sea " HVNIC M 83' 10 hrs New Leaf 

isiimegi : Laughlin M 27 6 hrs Cedar 

GENESES. ITS/MC NI 44 2 hrs Cedar 

SOS" 
ate 

Laughlin F 61 2111S Cedar 

HVMC M 83 4/20/15 New Leaf 
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PATIENT FLOW SHEET 

DATE: 4/22/15 

TIME 0730 

Cedar ( 4) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 17 27 13 12 

Blocked Rooms 617b 0 0 0 0 

Beds Available 0 0 0 1 f 0 

Name of Patient-Waiting Location M/F . Age.  LOS SinceConsult. Potential Unit- Comments: 

(Admitted/Unit) 

MIS JCMC F 33 12 hrs Poplar 11.111111111416 Laughlin Poplar 

Mataini. HVMC M 83 4/20/15 New Leaf 

11111111MINISIMIP HVMC F 27 4/21/15 Cedar 

SINNOMII BRMC ICU F 22 4/21/15 Poplar 

illitaininV Holston Home F 14 7 lus Willow 

alle JCMC M 14 4/21/15 Willow 

aille Hancock M 

illiS— 

 15 4/21/15 Willow 

VAMC M 

elatailia 

 37 Stirs Poplar 

BRMC M 52 4 bus Laurel 
imaissammo  

Takoma M 31 3 lus Cedar 
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PATIENT FLOW SHEET 
DATE: 4/23/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce,(14) - Willow (12) 

Census 13 17 26 13 11 

Blocked Rooms 6176 0 0 0 0 

Beds Available 0 0 0 If If 

Name of Patient ailing Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

'CIVIC M 14 4/21/15 Willow Plus 10 pis waiting 

IPMC ED M 29 1 hr Poplar 

(Se JCCH F 34 16hrs Cedar 

UCMH M 22 7 hrs Laurel/Cedar 

JCMC ED M 29 8 hrs Cedar 

IPMC M 27 4/22/15 Poplar 

BRMC F 22 4/21/15 Poplar 

FIVMC F 27 4/21/15 Cedar 

Hancock M 15 4/21/15 Willow 

HVMC M 44 4/22/15 Cedar 
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PATIENT FLOW SHEET 

DATE: 4/24/15  

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census ti 13 16 26 13 12 

Blocked Rooms 61713 0 0 0 0 

Beds Available 0 0 1 F 1M 

Name of Patient Waiting , Location M/F Age QS Since Consult Potential Unit :Comments: 

(Admitted/II 0 

JCCH P 34 Since 4/22 Cedar 

11 IPMC ED P 35 16 hours Larl/Cedr 

JCCH M 45 10 hours Poplar 

BRMC ICU F 22 Since 4/21 Poplar 

Peds ED M 12 15 hours Willow 

alliOnall IPIvIC ED M 10 19 hours Willow 

Home F 41 Since 4/22 Poplar 

illab HVMC ED M 9 11 hours Willow 

HVMC ED F 14 Since 4/20 Willow 

Holston Coons. F 30 Since 4/22 Poplar 

Takoma ED F 29 Since 4/21 Laurel 

' ' I 

CENSUS: 80 
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DATE:  

TIME: 

PATIENT FLOW SHEET (2) 

CENSUS: 

CEDAR LAUREL POPLAR SPRUCE WILL() Ca sen 

aela 
dallialleThVMC 

TIVMC ED F 28 12 hours Poplar 

ED F 14 7 hours Willow 

IS 13RMC ED M 

MS 

 30 Since 4/22 Cedar/Larl 

Takoma ED M 16 16 hours Willow 

SIMS BRMC ED M 31 Since 4/22 Larl/Cedar 

IMISI Takoma ED M 14 Since 4/22 Willow 

al 1CMC M 19 12 hours Poplar/Lad 

alas SSH ED I. 81 10 hours New Leaf 

arnia IIVMC ED F 20 1l hours Cedar 

elitila 1CMC ED NI 30 13 hours CedatfLar1 

elifillila SSD ED M 24 5 hours LarUCedar 

Cedar (14) Laurel (16) Poplar (24) Spruce (14) Willow (12) 

*Census ,t, 

Blooked Rooms 
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Beds Avenel& 
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MD RECOMMENDED TRANSFERS AT BED HUDDLE: (Room #'s) 
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PATIENT FLOW SD NET 

DATE: 4/25/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 2) 

Census 

i 

14 16 26 13 12 

',Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 IM 0 

Name of Patient Waiting Location M/F Age. LOS Since ConsultPotential Unit Comments: 

(Admitted/Unit) 

Aisle HVMC ED M 

tale 

 9 Since 4/23 Willo 

HVMC ED F 

IRAS 

 14 Since 4/23 Willow 

HVMC ED F 14 Since 4124 Willow 

WS BRMC ED A4 30 Since 4/22 Cedar/Larl 

ISM Tacoma ED M 16 Since 4/23 Willow 

illtilialle BRMC ED M 31 Since 4/22 LarllCedar 

Illiiian. Takoma ED M 14 Since 4/22 Willow  

ealle BRMC Floor F 17 Since 4/24 Willow  

einallfil HVMC M 

'WAS 
 52 Since 4/24 Larl/Spruce 

HVMC Floor F 25 Since 4/24 Poplar 

alaiS SCMC ED M 39 7 hours Poplar 

' I I 
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DATE:  

TIME: 

PATIENT FLOW SILEET (2) 

CENSUS: 

LAUREL.  SPRUCE WILLOW POPLAR Comments:- ri, CEDAR 4 

WS" IPMC ED M 42 6 hours Poplar 

SI BRMC ED M 32 6 hours Poplar 

finifflaniffin CSU M 35 5 hours Poplar 

OMR00 BRMC ED M 22 4 hours Poplar/Larl 

OMliba JCMC ED M 26 10 hours Larl/Cedar 

-fiaana 581-1 ED M 33 6 hours Larl/Cedar 

samwess HVMC Floor M 83 

lallealse 

 8 hours New Leaf 

HVMC ED M 61 10 hours Spruce 

Sla BRMC ED M 66 Since 4/24 Cedar/Spruce 

Laughlin F 51 Since 4/24 Cedar 

Cedar (14) Laurel (16) Poplar (24) -. Spruce (14). Willow (12) 

°Census 

Blocked Rooms 4 

'3 
Beds Available 

MD RECOMMENDED TRANSFERS AT BED HUDDLE: (Room ti's) 
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PATIENT FLOW SHEET 

CENSUS: 82 DATE; _4/26/15  

TIME 0730  

Cedar (14) 1 Laurel (16) Poplar (26) -Spruce(14) Willow (12) 

Census 14 16 26 14 12 

Blocked Rooms 0 0 

Beds Available 

Name of Patient Waiting Location M/F Age LOS Since Consul ,Potential Unit Comments: 

.(Admitted/Unit) 

SS IIVMC ED M 9 Since 4/23 Willow 

HVMC ED F 14 Since 4/23 Willow 

- HVMC ED F 14 Since 4/24 Willow 

Takoma ED M 16 Since 4/23 Willow 

BRMC Floor F 17 Since 4/24 Willow 

HVMC M 52 Since 4/24 Larl/Spruce 

CSU M 35 Since 4/25 Poplar 

HVMC Floor M 83 Since 4/25 New Leaf 

HVMC ED M 61 10 hours Spruce 

BRMC ED M 66 Since 4/24 Cedar/Spruce 

BRMC ED M 43 Since 4/25 Cedar 
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aillSin 

-ear 

.TCMC Floor F 29 19 hours Poplar 

3CMC ED. F 33 15 hours Cedar 

lli IIRMC ED M 32 8 hours Poplar 

T.Inicoi ED F 22 10 hours Cedar 

alle 

all111111111a 

HVMC ED M 8 10 hours Willow 

Hawkins Co ED M 34 9 hours Poplar 

a RAMC ED M 39 5 hours Laurel 

ilatelillagli IPMC ED F 48 6 hours Cedar 

lialb .1CMC ED NI 28 4 hours Poplar 

PATIENT FLOW SHEET (2) 

CENSUS: DATE:  

TIME:  

   

     

Cedar (14) . . Laurel (10 . Poplar (24) 1. Spruce 04) Willow (12) 

Census 

Blocked Roma 

Beds Available 
s. 

MD RECOMMENDED TRANSFERS AT BED HUDDLE: (Room frs) 

CEDAR LAUREL POPLAR -:-SPRUCE WILLOW :, Cornmen 

I. 
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PATIFNT FLOW SHEET 

DATE: 4/27/15 

TIME 0730 

Cedar ( 4) Laurel (16) Poplar (26) - Spruce (14) Willow (12) 

Census 14 16 26 14 12 

Blocked Rooms 

Beds Available 

Name of Patient Wailing.-Location M/F 

_ 

Age LOS Since. Consult Potential Unit -Comments: 

(Admitted/Unit) •  

lisomaimpi JCMC ED M 46 12 hrs Laurel Plus 7 waiting 

IMORIMPlaalle JCMC ED F 20 14 hrs Laurel 

al UCMPI F 22 4/25/15 Cedar 

INNISIMONFM110 Home F 14 4/24/15 Willow  

NIMINIONMOIMP HVMC ED F 14 2/24/15 Willow 

a BRMC F 17 4/24/15 Willow 

eintaiiile Laughlin M 42 4/26/15 Poplar 

We HVMC M 52 4/25/15 Spruce 

el HVMC M 61 4/25/15 Spruce 

lissimley BRMC M 43 4/25/15 Cedar  

CENSUS= 22  
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PAT: ENT FLOW SHEET 

DATE: 4/28/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14)-- 'Willow :(12) 

Census 13 16 24 13 11 

Blocked Rooms 

Beds Available 1 

Name of Patient aiting Location M/F Age S LOS.Since Consult Potential Unit Comments: 

{Admitted/Unit) 

ea JCMC ED F 83 1 hr Spruce 

OSMAN. UCMH M 80 4/27/15 New Leaf 

PEIRSZalle* IPMC M 88 6 hrs New Leaf 

tigillniall BRMC F 17 4/24/15 Willow 

Sas 13RIVIC M 43 4/25/15 Cedar 

Sla Takoma M 28 4/27/15 Cedar 

itOlelaNal Laughlin M 28 5 hrs Cedar 
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PATIENT FLOW SHEET 

DATE: 4/29115 

TIME 0730 

Ce (14) Laurel (16) . Poplar' (26) i  Spruce (14) - Willow (12) 

Census 14 16 23 14 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 3 0 2 

Name of Patient Waiting'Location M/F Age; LOS Since Consult- PotentialUnit Comments: 
• . 

Admitted/Unit) 

UCMH M 80 4/27/15 New Leaf . 

initaina• IPMC M 88 4/28/15 New Leaf 

S SSH F 77 7 hrs New Leaf 

aina IPMC M 34 1 k Cedar/Laurel 

Sinalla Laughlin M 28 4/28/15 Cedar 

CENSUS: 77  
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PATIENT FLOW SHEET 

CENSUS: 75 DATE: 4/30/15 

TIME 0730 

Cedar (14) Laurel (16). Poplar (26) Sp ce (14) Willow(12) 

Census 14 16 23 13 9 

Blocked Rooms 

Beds Available 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

a IPMC ED M 88 58 hr New Leaf S-Patel accepted pt 4/29/15 

Ilanuasr  BRMC ED M 27 1011r+ Laurel 

a HVIV1C ED M 71 12 hr New Leaf 
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PATIENT FLOW SHEET 
CENSUS: R0 DATE: 5/1/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 18 24 13 II 

Blocked Rooms 

Beds Available 0 0 2 1M 1M 

Name ofPatient Waiting Location M/F Age LOS Since Consult Potential Unit: -Comments:.  

(Admitted/Unit) 

BVMC ED F 20 Since 4/28 Cedar  

IPMC ED F 13 5 hours Willow  

L 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
3
1
3



SBH-KINGSPORT 002314 SBH-KINGSPORT 002314



5
1
3
20
0
 TR
O
P
S
G
N
IK
-
H
B
  

Z
Z

O
Z

O
O

 V
H

S
W

 
T

P
T

q
u

e
P

T
J
u

o
0

 A
T

tI
b

T
H

  

PATIENT FLOW SHEET 

DATE; 5/2/15  

TIME 0730  

Cedar (14) Laurel (16) Poplar (26) Spmee (14) illow (12) 

Census 13 15 25 11 11 

Blocked Rooms 0 516A 0 409E 0  

Beds Available 1F 0 IF IM, 1F IM 

Name of Patient ailing Location M/F Age LOS Since Consult,;.Potential Unit •Commentsi  

(Admitted/Unit) 

Peds Floor F 13 Since 5/1/15 Willow 

EIVMC Floor M 72 Since 4/29/15 New Leaf 

al Unicot ED F 14 Since 5/1/15 Willow 

a Pods Floor F 

flaaiii 

 17 Since 5/1/15 Willow 

IPMC ED M 81 10 hours New Leaf 

SS SSH ED F 14 10 hours Willow 

HVMC ED F 15 6 hours Willow 

Hawkins Co M 49 8 hours Poplar 

PATIENT FLOW SHEET (2) 

CENSUS: 75  
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PATIENT FLOW SHEET 

CENSUS: 79  

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 16 26 13 11 

Blocked Rooms 0 0 0 0 0 

Beds Available IM 0 0 IM 1M 

Name of Patient Waiting Location M/F Age 

SF 
 

LOS. Since Consult  Potential TJnit Comments: 

(Achnated/Unit) 

Pods Floor F 13 Since 5/1/15 Willow 

TIVMC Floor M 72 Since 4/29/15 New Leaf 

01.1.111ar Peds Floor F 17 Since 5/1/15 Willow 

failaralef IPMC ED M 81 10 hours New Leaf 

Olailiallif SSH ED F 14 10 hours Willow 

illgaialliS HVMC ED F 15 6 hours Willow 

JCMC ED F 50 8 hours Larl/Cedar 

SSH ED F 71 4 hours New Leaf 

illatlik-  

JCMC ED F 47 5 hours Poplar 

BRMC ED M 24 7 hours Cedar/Larl 

DATE: 5/3/15 
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Name of Patient Waiting Location MN Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

C C PEDS F 13 5/1/15 Willow 

JCMC PEDS F 17 5/1/15 Willow 

SSH ED F 71 5/3/15 New Leaf 

HVMC M 72 5/1/15 New Leaf 

Sal 
FIVMC F 15 5/2/15 Willow 

(00Si BRMC F 14 5/3/15 Willow 

S 
Hawkins Co F 57 5/3/15 Cedar 

flia JCMC ED 31 6 hrs Poplar 

Ski JCMC Floor F 34 5/3/15 Laurel 

illien Hawkins Co M 69 2 hrs New Leaf 0 
0 
0 
N.J 
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PATTFNT FLOW SHEET 

CENSUS: 82 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce 04) Willow (12) 

Census 14 16 26 14 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 0 

DATE: 5/4/15 
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PATIENT FLOW SHEET 

DATE: 5/5/15 

TIME 0730 

Cedar (14) aura 6) Poplar-( .6),SPTIsq(14) Wino (12) 

Census 14 16 27 14 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 0 

None ofPahent Waiting canon Age LOS Same Consult Po{enttal Unit Co ents: 

(Admitted/Unit) 

JCMC ED M 19 5/4/15 Poplar 

iiinagir FWCH ED N 52 5/4/15 Laurel 

Sif IPMC ED F 12 5/4/15 Willow 

SCMC ED M 35 71ir5 Poplar  

alliella HVMC ED P 15 5/2/15 Willow  

Say BRMC F 14 5/3/15 Willow  

MISIN Hawkins Co F 57 5/3/15 Willow 

IS Hawkins Co F 

FS 

 63 5/4/15 Spruce 

BRMC F 14 5/4/15 Willow  

iallet BRMC F 40 5/4/15 Cedar 
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PATI ENT FLOW SHEET 

DATE: 5/6/15 

TIME 0730 

Cedar (14) Laurel (16). Poplar (26) Spr ce (14) ' Willow(12) 

Census 14 16 26 4 11 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 0 1m 

Name of Patient Waiting Location MN Age 

fa 

 

LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

IPMC M 82 8 lus New Leaf 

EMS JCCH ED F 44 10 hrs Laurel 

linS SCIviC CPC M 66 9 hrs Laurel 

Hawkins Co F 57 5/3/15 Cedar 

ellialelai Hawkins Co F 63 5/4/15 Spruce 

angs 1311MC ED F 14 5/4/15 Willow 

HILMC F 40 5/4/15 Cedar 

alialligli HVMC M 24 5/4/15 Cedar 

alialliait Hawkins F 39 5/4/15 Poplar 

anitaia 1VMC M 4 5/5/15 Cedar 

CENSUS: 82 
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PATIENT FLOW SHEET 

DATE: 5/7/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 17 25 14 11 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 IF 0 1 M 

Name of  Patient Waiting,.  Location M/F Age LOS Since Consult Potential Unit 

Laurel 

Cedar —01111111111 

Comments: 

(Admitted/Unit) 

JCMC ED M 26 5/6/15 

01111111MS 

 

SISSISr JCMC ED M 52 5 hrs 

IPMC ED F 62 5/6/15 Spruce/Cedar 

eigiffigia JCMC ED M 29 5 Ms Cedar 

Sala BRMC F 11 6 hrs Willow 

Laughlin a M 43 8 hrs Poplar 

fifineNSE Lakonia M 51 8 hrs Cedar 

.0111111111 F 86 8 hrs New Leaf 

lailiale HVIvIC F 34 8 Ins Poplar 

HVMC M 60 6 hrs Laurel 

CENSUS: 81 
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PATIENT SLOW SHEET 

CENSUS: 81 
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DATE: 5/8/15 

TIME 0730 

Cedar (14) laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 26 13 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 IF 0 

Name of Patient Waiting Location M/F Age OS Since ConsultPotential Unit Comments: 

(Admitted/Unit) 

HVMC Floor M 72 S rice 5/5/15 New Leaf - 

HVMC ED M 60 S nce 5/6/15 CedadLail 

Uoicoi ED M 73 nce 5/7/15 New Leaf 

HVMC ED M 61 nee 5/7/15 Spruce 

HVMC ED M 21 nce 5/7/15 Cedar 

HVMC ED M 36 ours Poplar 

Takoma ED F 40 i hours Poplar 

HVMC El) M 48 hours Poplar S
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PATIENT.LOW SHEET 

DATE; 5/9/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow ( 2) 

Census 14 16 26 14 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 0 2 

Name of Patient Wa g Location M/F Age LDS Since Consult Potential Unit Comments: 

(Adnutted/Unit) 

HVMC ED M 36 Since 5/8/15 Poplar 

Sala HVMC ED M 48 Since 5/8/15 Poplar 

OS Takoma ED NI 43 Since 5/8/15 Poplar 

MSS HVMC ED M 43 Since 5/8/15 Laurel 

BRMC ED M 61 Since 5/8/15 Larl/Cedar 

HVMC ED M 79 Since 5/8/15 New a 

JCMC ED M 49 10 hours Larl/Ceda 

/CMG ED M 51 12 hours Poplar 

ania. JCMC ED M 47 19 hours Poplar 

MS IPMC ED F 39 3 hours Poplar 

IPMC ED 
lea 

 

M 34 5 hours Larl/Cedar 

CENSUS: 80  
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-., 
Takoma F 49 10 hours Laurel 

Hawkins Co F 12 6 hours Willow 

SOW fiV191C ED I" 57 7 hours Spruce/Poplar 

Hawkins Co M 24 Fignalie 

 

10 hours Cedar 

PATIENT FLOW SHEET (2) 

CENSUS: 

MD RECOMMENDED TRANSFERS AT BED HUDDLE: (Room 4's) 

CEDAR LAUREL. POPLAR SPRUCE -WILLOW Comments: 

REASON IHL TRANSFERS ARE REMAINING: (Room 9 'a) 

(Discussed ®,3:30F1) 
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DATE:  

TIME: 

Cedar (14) Lau 1(16) Poplar (24) Spr 4) 1110 (12) 

Census 

➢locked Rooms 

Beas Available 
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PATIENT FLOW SHEET 

CENSUS: 81  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 26 14 11 

Blocked Rooms 

Beds Available 

Name of Patient ailing Location Mir Age LOS Since Consrllt Potential Unit Comments: 

(Admitted/Unit) 

lia Takoma ED NI 43 Since 5/8/15 Poplar 

INIMMIS HVMC ED NI 43 Since 5/8/15 Laurel 

WSW E1RMC ED M 61 Since 5/8/15 Larl/Cedar 

a Takoma ED F 

fa 

 49 Since 5/9/15 Lartiel/Spruce 

SSA ED M 

an. 

 23 2 hours Poplar 

JCMC ED P 50 Since 5/9/15 Poplar 

JCMC ED F 32 Since 5/9/15 Laurel 

iiiiinialag JCMC ED M 

fie 

 47 Since 5/9/15 Laurel 

IPMC ED Ni 60 Since 5/9/15 Poplar 

alliPliir1CMC 

JCMC ED M 32 Since 5/9/15 Poplar 

ED 54 6 hours Poplar 

DATE: 5/10/15  

TIME 0730  
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ea 
alliTigr 

ICMC ED P 41 2 hours Cedar 

'CMG ED M 19 Since 5/9/15 Poplar 
NS TIN/MC ED M 31 7 hours Poplar 

argilejar HVMC ED M 60 5 hours Spruce 
Hawkins Co M 27 Since 5/9/15 Poplar 

DATE:  

TIME:  

Cedar (14) Laurel (16) Po (24) Spruce (14) Willow(12) 
Census 

Blocked Rooms 

Beds Available 

MD RECOMMENDED TRANSFERS AT BED HUDDLE: (Room 1Ps) 

CEDAR LAUREL POPLAR SPRUCE WILLOW Comments:  

REASON THE TRANSFERS ARE REMAINING: (Room N's) 

PATIENT FLOW SHEET (2) 

CENSUS: 
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PATIENT FLOW SlibET 

DATE.. 5/11/15 

TIME 0730 

Cedar (14).  Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 27 14 11 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 0 0 1 m 

Name of Patient Waiting Location M/F Age LOS Siace Consult -Potential.Unit 
. 

Comments: 
. 

(Admitted/Unit) 

IPMC ED M 37 11 Airs Laurel David Quesenberry Hawkins Popl 

IPMC ED M 53 10 Ins Laurel/Cedar Ica Millerliawfuns Cedar 

IPMC ED F 52 9 Airs Cedar CrystalWanner HVMC Poplar 

JCMC Floor F 44 8 Ins Poplar 

Takorna M 43 5/8/15 Poplar 

HVMC M 43 5/9/1 5 Laurel 

BRMC M 61 5/8/15 Cedar 

Takoma F 49 5/9/15 Spruce/Laurel 

HVMC M 60 5/10/15 Spruce 

HVMC M 31 5/10/15 Laurel/Poplar 

CENSUS: 82 
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PATIENT FLOW SHEET 

DATE: 5/12/15 

TIME 0730 

Cedar (14) Laurel (16) , Poplar (26) Spruce (14) .Willow.(12)r.  

Census 14 16 24 14 12 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 2 0 0 

Name of Patient Waiting -. Location M/F - Age LOS Since Consult.. Potential Unit 
. 

Comments: 
- .. i• • • . 

• (Admitted/Unit) - 

C M 43 5/9/15 Laurel 

BRMC M 61 5/8/15 Cedar 

Hawkins Co M 27 5/9/15 Poplar 

HVMC M 31 5/10/15 Laurel 

HVMC M 60 5/10/15 Cedar 

HVMC P 36 5/11/15 Laurel 

Hawkins Co P 41 5/11/15 Laurel 

Hancock Co M 63 6 hrs Cedar/Laurel 

liVMC M 17 3 hrs Willow 
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S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
3
2
7



8
3
3
3
0
0
 T
R
O
P
S
G
N
I
K
-
H
B
  

gE
O

Z
O

O
 V

H
S1

4 
T

P
T

g
u

eP
T

J
u
o

3
 A
T

I4
b
T

H
  

PATIENT FLOW SHEET 

CENSUS: 79  

Cedar 04) Laurel (16) Poplar (26) Spruce (14) - Willow.(12) 

Census 13 16 26 13 11 

Blocked Rooms 

Beds Available I f 0 0 l m I m 

Name of Patient Waiting_. Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

None 

DAlk: _5/13/15 

TIME 0730 
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PATIENT FLOW SHEET 

CENSUS: 79 

Cedar ( 4) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 i6 25 13 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 1 m 1 f 2 

Name of Patient Waiting Location M/F Age LOS Since Consulb Potential Unit Comments: 

(Admitted/Unit) 

Slailt nv c M 60 1 hr Laurel/Cedar  

DATE: 5/14/15 

TIME 0730 
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PATIENT FLOW SHEET 

DATE'. 5/15/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 23 14 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 3 0 2 

Name of Patent Waiting Location MIF Age - LOS Since. Consult Potendat Unit Comments: 

(Admitted/Unit) 

SSH ED F 71 9 hours New Leaf 

JCMC ED M 25 12 hours Cedar/Larl 

TCMC ED F 39 12 hours Larl/Cedar 
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PATIENT FLOW SHEET (2) 
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PATIENT FLOW SHEET 

DATE: 5/16/15  

TIME 0730  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) illow (12) 

Census 14 15 25 12 I i 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 IF 1M 2 0 

Name of Patient Waling 'Location M/F Age.. LOS Since Consult Potential Untt Comments: 

-(AdnuttedfUnit) 

PATIENT FLOW SHEET (2) 
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PATIENT FLOW SHEET 

DATE: 5/17/15 

TIME 0730  

Cedar (14) Laurel (16) Poplar(26) Spruce (14) Willow (12) 

Census 14 16 25 14 11 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 IF 0 IF 

Name of Patient Wailing Location /F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

IPMC Floor P ISSN 

 

66 Since 5/15/15 New Leaf 

SSH ICU M 35 Since 5/16/15 Laurel 

at HVMC ED M 40 Since 5/16/15 Cedar 

BRMC P 41 14 hours Cedar/Larl 

1VMC M 6l 8 hours Spruce 
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PATIENT FLOW SHEET 

DATE: 05/18/2015  

TIME  0730  

Cectar (14) Laurel (16) Poplar326) Spruce (14) Willo (12) 

Census 14 16 26 14 11 

Blocked Rooms 

Beds Available 

Name of Patient Waiting 

InalaW001-  

Location M/F Age LOS Since Consult Potential Unit Comments:-. 

(Admitted/Unit) 

JCCH ER M 76 8 New Leaf 

IliarNatir Union ER F 22 12+ Laurel/Cedar 

4 
SSLI ER F 55 18+ Laurel/Cedar 

ellnala, SSI-1 ICU M 35 24+ Laurel 

I  SINEMINI IPMC 5 'Floor F 66 50 + Spruce/NL ill need re-eval 

atitti HVMC Floor M 35 48 + Cedar Will need re-eval 

antis Takoma ED M 40 8 Poplar 

Sp Hawkins Co EL) M 51 12+ Cedar 

HVMC ER M 61 30+ Spruce 

jiiiinellansw  BRMC ED F 41 48+ Cedar 

CENSUS: 81 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
3
3
3



Ti
7

O
Z

O
O

 V
H

S
N

  

tC
C

Z
O

O
 D

R
oa

s
em

n
K

-m
e  

i
eT

4
u

aP
T

4
u

0
0

 A
T

I-1
6

T
H

 

PATIENT FLOW SHEET 

DATE: 05/19/2015_ 

TIME 0730 

Cedar 04) Laurel (16) Popl (26) Spruce (14) Willow (12) 

Census 15 6 25 12 10 

Blocked Rooms 

Beds Available 

Name of Patient Waiting . Location M/F Age OS Since Consult .Potential Unit • Comments:.  

(Adnalited/Unit) 

IP C 5 Floor F 66 72+ New Leaf Re-eyal 05/18/2015 

ria"lirikelliNF  
IPMC ER F 87 10+ New Leaf  

JCMC 6200 M 21 15 Laurel/Cedar 

illajariallar S SH ER M 52 3 Laurel/Cedar 

1111SW ICMC ER F 35 4 Cedar 

Ill/MC ER F 19 7 Poplar 

Sala BRMC Floor F 62 12 Laurel/Cedar 

sare Hawkins Co ER M 51 30+ Cedar 

Waiiirea BRMC ICU M 56 7 Poplar/Laurel 

EMS 11VMC ER M 35 72+ Cedar 

CENSUS: 78 
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PATIENT FLOW SHEET 

DATE: _05/20/2015 

TIME 0730  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 15 16 25 13 9 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 

Name of Patient Waiting Location M/11' Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

a IPMC 5w Eloor F 66 05/15/15 New Leaf Re-eval 05/19/2015 

Sis IPMC ER M 30 7 hrs Laurel/Cedar 

001/Seatt avmc ER M 43 5 Laurel/Cedar 

aliffnr 1-1VMC ER M 31 10 Poplar/Laurel 

WS EIVNIC ER M 55 8 Spruce/Poplar 

SIMIRS' BRMC ICU M 56 05/18/15 Laurel 

BRMC Flom P 62 05/18/15 Laurel/Cedar 

Saillelie BRMC ER M 66 12 New Leaf Questionable delirium 

all BRMC ER P 68 7 Laurel/NL 

gligne BRIVIC 103 F 17 12+ Willow OD 5/17/15. Awaiting labs/sbar 
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PATIENT FLOW SHEET 

DATE: 05/21/2015 

TIME 0730  

Cede (14) Laurel (16) Poplar (26) ' Spruce (14) :How (12) 

Census 14 16 25 14 9 

Blocked Rooms 

Beds Available 

Name of Patient Waiting Location M/F ' ' Age. LOS Since Consult Potential Unit - . Comments: 

(AtlinitteclilInit) 

1PMC 5' 1 Floor M 66 05/15/2015 New Leaf  Re-eval 05/19/2015 

ar JCMC ER F 61 7 hrs Laurel 

a BRMC ER P 

SISI 

 68 15 + Laurel/NL 

BRMC ER M 66 24 New Leaf _Questionable delirium 

air HVMC ER M 43 15+ Laurel/Cedar 

fainaliiiife BRMC Floor F 62 05/18/2015 Laurel/Cedar May need re-eval 

0111111101eataire HVMC ER M 31 05/19/2015 Poplar/Laurel 

WASS BRMC ER F 67 15+ Cedar/NL 

gassaishar  BRMC ER M 34 10+ Laurel/Cedar 

001111nli HVMC ER M 61 10+ Spruce 

CENSUS: 78 
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PATIENT FLOW SHEET 

DATE: 5/22/15 

TIME 0800 

Cedar ( 4) Laurel 06) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 25 13 9 

Blocked Rooms 0 0 0 

Beds Available 0 0 iF dM 

Name of Patient Waiting Location M/F Age LOS Since Consllt Potential Umt Comments::.  

{Admitted/Unit). 

SAW IIVMC M 71 9 hours Spruce 

ISMS BRMC F 68 7 hours New Leaf 

OS 1WMC ED M 61 11 hors Larl/Spruce 

ea Takoma ED F 42 12 hours Larl/Ceclar 

ea 1TVMC Floor M 55 9 hours Larl 

apas blVMC ED P 31 11 hours Larl/Cedar 

4111111.altifillt SSE ED M 30 7 hours Poplar 

aS FIVIVIC ED M 55 2 hours Cedar/Larl 

allS JCMC Floor M 46 19 hours Poplar 

'I I 
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PATIENT FLOW SHEET 

DATE: 5/23/15 

TIME 0745 

Cedar (14) Laurel (16) Poplar(26) Spruce (14) illow. (12) 

Census I4 16 25 14 10 

Blocked Rooms 

Beds Available 

Name of Patient Waiting Location M/F Age LOS Since Consult. Potential Unit Comments: 

(Adnutted/Unit) 

rll ---13RMC ED F 68 Since 5/19/15 New Leaf 

a JCMC ED F 31 Since 5/22/15 Cedar 

ellimist JCMC ED F 25 4 hours Cedar 

1,10SeSall liVNIC ED F 23 4 hours Poplar 

Naigale 14VMC ED M 26 2 hours Poplar/Larl 

atiaa Laughlin ED P 19 8 hours Cedar 

aillilleair FIVMC ED F 20 1 tour Cedar 

PATIENT FLOW SEIEET (2) 
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PATIENT FLOW SHEET 

DATE: 5/24/15 

TIME 0745 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow(12) 

Census 14 16 26 13 11 

Blocked Rooms 

Beds Available 0 0 0 1F 1M 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit. Comments: 

(Adriiitted(Unit) • 

OrMISMik BRMC ED F 68 Since 5/19/15 New Leaf Re-evaluated on 5/23 

SIMS HVMC ED F 20 Since 5/23 Cedar 

ellatilliro 11VMC ED F 50 Since 5/23 Lad 

11111MilaniP Takoma ED F 39 Since 5/23 Larl 

aillgailimat HVMC F 20 Since 5/23 Poplar 

ear Hancock Co P 32 11 hours Larl 

OPIRNIMMMIMar Laughlin M 24 8 hours Cedar 

131111S"..- , RAMC ED F 68 6 hours New Leaf 

PATIENT FLOW SHEET (2) 

CENSUS: 80  
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PATIENT FLOW SF1FET 

DATE: 5/28/15 

TIME 0730  

Cedar (14) Laurel (16) Poplar (26).  Spruce (14).  low (12) 

Census 14 15 22 13 8 

Blocked Rooms 0 0 221a 

Beds Available 0 I ni 3 1 m 

Name of Patient Waiting Locatio M/F Age LOS Since Consult . Potential Unit Comments:: 

(Admitted/Unit) 

IPMC F 89 12 hic New ea 

FWCH ED M 84 2 hrs New Leaf 

BRMC F 66 5/27/15 New Leaf 

, Reflections F 79 5/27/15 New Leaf 

CENSUS: 72 
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PATIENT FLOW SHEET 

DATE: 5/29/15  

TIME 0745 

Cedar (14) Laurel 06) Poplar (26) Spruce (14) Willow (12) 

Census 14 17 23 14 9 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 0 3 0 0 

Name of Patient Wafting  Location M/P Age LOS Since Consul Po entialUrtir Comments: . 

(Adntitted/Unit) 

Refelctions F 79 Since 5/25 New Leaf 

linniOntat BRMC ED P 66 Since 5/26 New Leaf 

amillimis IMPC ED F 89 Since 5/27 New Leaf 

JCMC ED M 56 4 hours Cedar/Lan 

BRMC ED M 28 Since 5/28 Larl/Cedar  

BRMC ED M 22 1 hour Poplar 

Laughlin M 35 4 hours Poplar 

CENSUS: 77 
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PATIENT FLOW SHEET 

CENSUS: 73_  

TIME 0815  

Cedar (14) Laurel (16) Poplar (26) Spruce (14). Willow (12) 

Census 13 15 24 13 8 

Blocked Rooms 0 0 0  0 0 

Beds Available IF IF 2 1M 

Name of Patient Waiting  Location WE Age LOS Since. Consult. Potential Unit Comments: 

2(Admitted/Unit) 

OisONIIIIIIPM.0 BRMC ED F 66 Since 5/26 New Leaf 

ifIMINISsek Unice' ED M 59 1 hour Larl/Cedar 

DATE: 5/30/15 
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PATTFNT FLOW SHEET 

DATE: 5/31/15 

TIME 0745 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 16 25 14 9 

Blocked Rooms 0 0 0 0 0 

Beds Available 1M 0 1F 0 3 

Name of Patient Walting Location MfF Age LOS Since Consult Potential Unit Comments; 

(Admitted/Unit) 

isiNiorel BRMC ED F 66 Since 5/26 New Leaf 

silinililia. Hawkins Co F 40 6 hours Laurel 

or N r: ) 11., HVMC ED F 52 5 hours Laurel 
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PATIENT FLOW SHEET 

DATE: 6/2/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 17 26 14 10 

Blocked Rooms 0 0 0 0 0 

Beds Available I f 0 0 0 2 

Name of Patient Waiting Location M/F Age LOS Since Consult. Potential Unit Comments: 

(Admitted/Unit) 

JCMC ED M 39 5 hrs Poplar 

JCMC ED F 61 3 hrs Poplar E Coli in urine 

IPMC ED IA 67 13 hrs Spruce 

MI Floor F 86 6/1/15 New Leaf 

851-1ED M 77 6/1/15 New Leaf - 

BRMC F 66 5/29/15 New Leaf 

Talcoma M 61 5/31/15 Spruce - 

HVMC ICU F 32 9 Ins Cedar 

HVMC F 27 7 Ins Cedar 

Hawkins Co P 48 8 hrs Spruce/Laurel 

' I I 
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PATIENT FLOW SHEET 

CENSUS-. 72 

11114E 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 15 20 13 10 

Blocked Rooms 0 0 0 0 0 

Beds Available 0 1 6 1 1 2 

Name of Patient Waiting Location M/F Age OS Since Consul Potential Unit 't comments: 
(Adnutted/Unit) 

ai 5514 Floor F 86 6/1/15 New Leaf 

SI 5514 ED M 77 6/1 /15 New Leaf 

a BRMC F 66 5/29/15 New Leaf 

DATE: 6/3/15 
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PATIENT FLOW SHEET 

DATE: 6/4/15  

TIME 0730  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 15 22 12 10 

Blocked Rooms 

Beds Available I 

Name of Patient Waiting Location M/F LOS Since Consult Potential Um Comments: 

(Admitted/Unit), 

Sal Floor 6/1/15 New Leaf 

Takoma ED M 15 3 lirs Willow 

Takoma ED M 24 2 Ms Cedar 
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PATIENT FLOW SHEET 
CENSUS: 70  

TIME 0745 

Cedar (14) Laurel (16) Poplar (26) Spruce (14). Willow (12) 

Census 11 14 25 13 8 

Blocked Rooms 0 510A/510B 0 41113 0 

Beds Available 3 0 IF 0 

NameofPatient Waiting Location MA; Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

DATE: 6/5/15 
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PATIENT FLOW SHEET 

DATE: 617/15 

TIME 0745 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 23 13 9 

Blocked Rooms 0 0 0 41113 0 

Beds Available 0 0 0 0 

CENSUS: 75 

Name of Patient Waiting Location M/F Age LOS Since Consult -Potential Unit Comments: 

:(Admitted/Unit) 

Fransis Marion 
LTC 

F 51 6/3/1 5 New Leaf 

BRIVC ED F 75 6 bolas New Leaf 

aft. Lakeway 
Re lanai ED 

NI 32 6 hours Cedar 
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PATIENT FLOW SHEET 

DATE: 6/8/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow.(12) 

Census 15 17 22 13 11 

Blocked Rooms 0 0 0 41 lb 

Beds Available 1 

Name of Patient Wailing Location M/P Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

TCMC Floor M 53 6/7/15 Laurel/Cedar 

eaiiiates IPMC ED M 86 4 his New Leaf 

Si BRMC ED F 75 6/7/15 New Leaf 

Se 1 BRAIC F 50 6/7/15 Cedar 

SW BRMC F 28 6/7/15 Cedar 

Hawkins F 17 6/8/15 Willow 

BRMC M 43 6/8/15 Laurel 

HVMC M 64 6/8/15 Spruce 

HVMC M 12 6/8/15 Willow 
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PATIENT FLOW SHEET 

DAIL: 6/9/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 13 16 24 13 12 

Blocked Roams 0 0 0 411b 

Beds Available 

Name of Patient. Waiting Location M/F Age. LOS Since Consult Potential Unit Comments: 

-(A.clniitted/Unit) 

ni JCMC 7510 M 53 6/7/15 Laurel/Cedar 

ass IPMC ED M 86 6/8/15 New Leaf 

j f Sig Home M 82 

at/ 

 6/8/15 New Leaf 

JCMC Floor M 25 6/8/15 Laurel 

at IPMC ED M 82 6/8/15 New Leaf 

SS SSH ED 

nit 

 M 59 6/8/15 Laurel 

BRMC ED M 43 618/15 Laurel 

BIZMC Floor F 68 6 hrs New Leaf 

ar Takoma M 60 2 hrs Spruce/Laurel 
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PATIENT FLOW SHEET 

DATE: 6/10/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 21 13 10 

-Stocked Rooms 0 0 0 411b 0 

Beds Available 0 

Name of Patien ailing Location M/F Age LOS Since Consult Potential Unit Comments: 

LAdthiTtedAJnit) 

PMC ED M 86 6/8/15 New Leaf Stephen Champ Lat el 

arnale Horne M 82 6/8/15 N Leaf/Spruce 

alle 1PMC ED M 

Sail iler 
 82 6/8/15 New Leaf 

JCMC Floor 

taille 

 25 6/8/15 Laurel/Cedar 

SSH ED M 91 6/9/15 New Leaf 

SWIM JCMC ED M 44 6/9/15 Laurel 

inatiat JCMC ED M 42 7 his Cedar 

SS JCMC ED M 41 5 hrs Cedar 

atm BRMC Ed Ivl 35 6/9/15 Cedar  

al Hawkins Co M 33 6/9/15 Cedar 

CENSUS: 74 
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PATIENT FLOW SHEET 

DATE: 6/11/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) ‘ Willow (12) 

Census 14 16 26 13 12 

Blocked Rooms 0 0 0 411b 0 

Beds Available 0 0 0 0 0 

Name of Patient Waiting.  Location WE Age LOS Since Consult Potential Unit Comments: 

(Admitted/Una) 

JCMC ED M Cedar Everett Rutledge New Leaf 

IPMC ED M Poplar/Spruce PC WhiteNew Leaf 

JCMC ED M Laurel/Cedar Joyce Parks New Leaf 

IPMC ED M anal , Laurel/Cedar 

alania HVMC M Poplar 

SOS CALM M Poplar 

Malli Laughlin M Spruce  

Sgra HVMC ED F Poplar  

41111111W 
Talcoma F Laurel 

ISSN HVMC F Poplar 

CENSUS: 81 
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PATIENT FLOW SHEET 

DATE: 06/12/2015 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 12 16 24 12 12 

Blocked Rooms 

Beds Available 

1 0 0 1 0 

1 0 2 1 0 

Name of Patient Waiting Location WE Age LOS Since Consult Potential UnitCummentsi 

(Admitted/Unit) . 

Inlaelar BIUVIC Floor P 65 06108/2015 New Leaf Needs re-eval • 

Takoma ER P 42 06/11/2015 Laurel 

Laughlin ICU 1' 52 06/11/2015 Laurel 

al Takoma ER P 27 06/11/2015 Poplar 

Takoma ER M 33 06/11/2015 Cedar 

HVMC ER F 51 3 hrs Laurel 

CENSUS: 76 
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PATIENT FLOW SHEET 

DATE: 6/14/15 

TIME 0745 

Cedar (14) Laurel (16) Poplar (26) Spruce (14). Willow (12).  

Census 14 16 25 13 12 

Blocked Rooms 0 0 218A 411B 

Beds Available 

Name of Patient Waiting Location M/F Age .  LOS Since Consult Potential Unit Comments: 

(Adn)itted/Unit) 

illialaa  JCC11 ED M 37 10 hours Laurel/Cedar 

al. JCMC ED F 37 9 hours Poplar 

JCMC ED M 27 7 hours Poplar 

}IVMC Floor F 58 Since 6/12 Spruce/N.L 

air JCMC ED F 35 3 hours Poplar 

Takoma ED M 24 3 hours Cedar 

BRMC ED F 16 2 hours Willow 

CENSUS: 80 
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PATIENT FLOW SHEET 

DATE: 6/15/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 17 25 13 12 

Blocked Rooms 0 0 218a 411b 0 

Beds Available 0 0 0 0 0 

Name of Patient Waiting Location M/F Age LOS ?ince Consult Potentiat Unit  Comments: 

(Admitted/Unit) 

illianir JCMC Floor F L:aurcl Leaf 

tiliSiSi JCMC Floor F Willow 111.1111.11110.11tedar 

a IPMC ED M New Leaf 

IPMC ED F Laurel 

Sel JCMC Floor F Poplar 

IPMC ED F Poplar 

JCMC ED M Poplar ......Sair 
JCMC ED F Laurel a 

at JCMC ED M Poplar 

Sair nvivic M Cedar 

CENSUS: 81 
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PATIENT FLOW SHEET 
CENSUS: 80 DATE: 6/16/15  

TIME 0730  

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 25 13 12 

Blocked Rooms 0 0 218a 411b 0 

Beds Available 0 0 0 0 0 

Name of Patient Waiting Location M/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

a0Sar JCMC Floor NI 45 6/1 5/16 Poplar William Rice BRMC New Leaf 

al IPMC ED F 53 2 hrs Cedar MadcHarris Laughlin Laurel 

TPMC ED M 91 6/14/15 New Leaf Lanise Temoir Gibson Place L/C 

HVMC F 58 6/12/15 Spruce Sarah Calextio HVMC Cedar 

liarat HVMC M 60 6/15/15 Cedar Ada Stapleton HVMC New Leaf 

in BRMC F 30 6/1 3/15 Cedar 

all 
 

BRMC M 24 6/15/15 Poplar 

aff ' Takoma F 42 6/15/15 Laurel 

Sae Takoma NI 48 6/15/15 Poplar 

Laughlin M 60 6/15/15 Poplar 
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PATIENT FLOW SHEET 

DATE; 6/17/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 17 23 13 10 

Blocked Rooms 0 0 218a 411b 318a 

Beds Available 0 0 2 

Name of Patient Waiting Location MAP Age LOS Since Consult Potential Unit. omments: 

(Admitted/Unit) 

BRMC M 69 6/13/15 New Leaf 

HVMC M 60 6/14/15 Cedar  

Laughlin M 60 6/15/15 Laurel/Cedar 

HVMC F 65 6/16/16 Spruce 

HVMC M 14 6 hrs Willow 

HVMC F 29 

Olialltani 

 6/16/15 Laurel/Cedar 

JCMC ED M 

S 

2 hrs : Poplar/Laurel 

CENSUS: 77  
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PATIENT FLOW SHEET 

DATE: 6/18/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 21 13 10 

Blocked Rooms 0 0 0 411b 317b 

Beds Available 0 0 5 0 If 

Name of Patient Waiting Location 1VI/F Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

HVMC M IIINIam 
 

60 6/17/15 New Leaf 

HVMC F 65 6/16/15 Spruce 

HVMC M 74 6/17/15 New Leaf 

CENSUS: 74 
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PATIENT FLOW SHEET 

DATE: 6/19/15 

TIME 0745 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) Willow (12) 

Census 14 16 26 1 14 9 

Blocked Rooms 0 0 0 0 317B 

Beds Available 

Name of Patient Waiting Location MIP Age LOS SinceConsult Potential Unit Continents: 

(Admitted/Unit) 

IIIIIIVIMMOI -rvmc ED M 74 Since 6/17 Sprnee/N.L 

SSIT ED Ni55 Since 6/18 Poplar 

SSII ED M 32 Since 6/18 Poplar 

Takoma ED M 49 6 hours Poplar 

Hancock Co M 63 14 hours ! i,auret 

IMMENISMai Knoxville M 70 11 hours, Spruce/NL 

CENSUS: 79 
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PATIENT FLOW SHEET 
DATE: 6/20/15 

TIME 0745 

Castor (14) Laurel (16) Poplar(26) Spruce (14) Willow ( 2) 

Census 13 16 25 14 10 

Blocked Rooms 0 0 0 0 317B 

Beds Available lE 0 1M 0 1M 

Name of PatientWaiting ocation;. M/F Age LOS Since Consult Potential Unit Comments: 

(AdmitledfUnit) 

Se Knoxville M 70 Since 6/18 Spruce/NL 

11.111.101 HVMC ED F 63 14 horns Spruce/NL/Cedar'? 

CENSUS: 78 
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PATIENT FLOW SHEET 

DATE: 6/21/15 

TIME 0745 

Cedar (14) Laurel (16) . Poplar (26) -Spruce (14) Willo (12) 

Census 14 15 25 14 10 

Blocked Rooms 0 0 0 0 3I7B 

Beds Available 0 IF IF 0 IM <13 

Name of Patient Waitmg Location WE Age LOS Since. Consult Potential Um Comments: 

(AdnUtted/Umt) 

HVMC F 51 10 hours LarllCedar 

Takoma ED M 26 9 hours Lail/Cedar 

EIMMC M 40 1 hour Larl/Cedar 

Sile BRMC M 48 13 hours Cedar Awalting labs, abnormal K 

CENSUS: 78 
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PATTFNT FLOW SIIFET 

DATE: 00212015 

TIME 0730  

Cedar ( 4) Laurel (16) Poplar (26) Sp uce (14) , Willow (12) 

Census 14 17 25 14 10 

Blocked Rooms 0 0 6 0 1 

Beds Available 0 0 0 0 1 

Nome of "e 1 Waiting Location MO Age OS Since Consult oten al Dna Comments: 

(Admitted/Ulm° 

IPMC ED F 80 20 New Leaf Possible Delirium 

IPMC ED A4 30 8 hr Laurel/Cedar 

SU IPMC ED M 21 6 Poplar 

Mai ,ICMC ED M 34 7 hr Laurel 

MINUMININ SSH ED F 46 7 hr Cedar 

itiallifa Takorna ED F 28 I- LaureVCedar 

: I I 

CENSUS: 80 
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PATJPNT 1 LOW SHEET 

CENSUS: 77  

Cedar (14) Laurel (16) Poplar(26) Spruce (14) Willow ( 2) 

Census 14 14 24 14 11  

Blocked Rooms 0 513a 515b 0 317b 

Beds Available 0 0 0 0 0 

Name of Patient ailing Location WF Age LOS Since Consult Potential UsRt Comments: 

(Admitted/Unit) 

SSH ED M 34 6 hrs Laurel 

JCIVIC ED M 55 5 hrs Poplar 

IPMC ED F 16 3 hrs Willow 

SSH ED M 18 2 hrs Laurel 

Frances Marion F 81 2 tics New Leaf 

NV:WIC F 21 2 hrs Poplar 

DATE: 6/23/15  

TIME 0730  

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
3
6
4



T
L

O
Z

O
O

 V
H

S
  

5
63
20
0
 

TR
O
PS
GN
I
K-
H
B
  

PATIENT FLOW SHEET 

DATE: 6124/15 

TIME 0730 

Ceclar(14) Laurel (16) Popiar (26) Spruce (14) Willow (12) 

Census 14 16 25 14 25 

Blocked Rooms 0 0 0 1 0 317b 

Beds Available 0 0 1 0 I f 

Name of Patient aning Location M/F Age LOS Since Consult. Potential Unit. Comments: 

(Admitted/Unit) 

JCMC Floor M 26 6 nrs 1 Cedar 

JCMC ED M 49 5 hrs j Poplar 

a Frances Marion IT 81 6/21/1:5 New Leaf 

HVMC ED OIS 

 

F 63 9 bra 
I 

Spruce 

atathilling HVMC F 21 6/23/115 Cedar 

'HVMC P 31 ai 

 

7 hrs Laurel 

Calm F 10 12 hrs! Willow 

gar Hawkins M 24 7 bra ; Poplar 

IIIMMENN CDC F 42 1 5 hrs 1  Cedar 

MSS Takoma P 49 I hr i Laurel 

CENSUS: 79 
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PATIENT FLOW SHEET 

    

CENSUS: 78 

  

DATE: 6/25/15 

TIME 0730 

  

     

       

Cedar (14) Laurel (16) Poptr. (26) Spruce (14) • Willow (12) 

Census 14 16 24 14 10 

Blocked Rooms 0 0 2236 223b 0 317b 

Beds Available 0 0 0 j 0 1 

Nance of atien ailing Location MA? Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) 

JCMC ED M 51 6/24/15 Poplar/Laurel IMINIMINimirMC Poplar 

IMSOMMION JCMC ED F 39 9 hrs Poplar sew Leaf 
JCMC ED M 33 8 his Laurel 

ar 5511 ED M 23 7 hrs Poplar 

egaritatie SKI ED P 

MODUISIIV 

 26 12 his Cedar/Laurel 

FWMC O 63 6/23/15 Spruce 

aillailianir BRMC P 44 7 hrs Poplar 

a Hawkins M 24 6 hrs Poplar 

a BRMC M 70 7 hrs 1 E Cedar 

Sala HVMC  M 22 5 hrs' Poplar 
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PATIENT FL(4 SHEET 
CENSUS: 79 

Cedar (14) Laurel (16)_ :Poptai. (26) Spruce-(14) Willow (12) 

Census .14 16 25 i 13 1 1  

Blocked Rooms 0 0 0 0 317B 

Beds Available 0 0 IF IF 

Name of Patient Waiting Location M/F Age LOS Since Consult. Potential Umt .. Comments:.  

fAdmitta/Unit) 

111111111s Francis Marion F 81 Since  6122  - . New Leaf 

Sae SSD Floor F 42 Since 6/25 Laurel  

alliMatailaer Freewill Baptist M 14 Since 6/21 Willow 

13RMC ED M 55 Since 6/25 1 Laurel 

JCMC ED F 38 Since 6/25 Laurel/Poplar 

~inn 

affiggerliVMC 

I-IVMC ED M 40 Since 6/25 Laurel 

ED M 22 Since 6/24 Larl/Cedar 

1 

DATE: 6/26/15  

TIME 0745  
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Tenon North ED P 50 Since 6/26 Cedar 

fligne North Knox P 26 Since 6/26 Lad/Poplar 

as UT Medical M 51 Since 6/25 Poplar 

IS Jefferson Mein. F 60 Since 6/26 Spruce/N.L  

arnina Physicians Reg. M 42 Since6/26 Poplar 

PATIENT FLOW SHEET (2) 

CENSUS: DATE:  

TIME: 

  

     

     

     

       

       

Cedar (14) Laurel (16) PooIpr (24) Spruce (14) Willow (12) 
Census 

Blocked Rooms 

Beds Available 

MD RECOMMENDED IItANSFERS AT BED HUDDLE: (Room N's) 

CEDAR LAUREL POPLAR SPRUCE 1 WILLOW Comments: 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
3
6
8



S
L
O
Z
O
O
 V
H
S
W
 

6
9
  E
z0
0
  
Di
o
a
s
e
m
nK
-
m
e
  

H
i
g
h
l
y
 C
o
n
f
i
d
e
n
t
i
a
l
 

PATIENT FLOW SHEET 

DATE: 6/27/15 

TIME 0745 

Cedar (14) Laurel (16) Poplar (26) 
i 

Spruce (14) Willow (12) 
Census 13 16 24 12 10 

Blocked Rooms 617B 0 0 1 0 31713 

Beds Available 0 0 2 2 1M <13 

Name of Patient Waiting Location WE -Age LOS Sink Consult. 

[ [ 

Potential Unit  Comments: 

. (Admitted/Unit) 

1St Francis Marion F 81 Since 6/22 New Leaf Awaiting labs 

Si JCCH P 15 Since 6/26 Willow 
-alle—  Free Will OH M 

Sell 
 14 Since 6/25 Willow 

HVMC ED M 58 Since 6/2p Larl/Cedar 

ailas0 BRMC ICU M 58 Since 6/26 Cedar 

Si 
 

HVMC ED P 64 Since 6/26
p 

 Spruce 

SS 
Hawkins Co F 20 I Since 6/26 Cedar 

ale. BRMC Floor I/ 67 Since 6/26 New Leaf 

aill. Takoma ED M 35 3 hours 1 Poplar 

dellaaele HVMC ED NI 32 7 hauls 1  Poplar 

alkisiiiiir Knox CSU NI 26 Since 6/25 Cedar/Lari 

CENSUS: 76 
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PATIENT FLOW SHEET 

CENSUS: 79 

Cedar (14) Laurel (16) Popla . (26) Spruce (14) Willow (12) 
Census 14 16 25 13 11 

Blocked Rooms 0 0 22213 I () 31713 

Beds Available 0 0 0 1M 

Name of Patient Waiting Location M/P Age LOS Since Consult Potential Unit Comments: 

(Admitted/Unit) • 

a Peds Floor F 15 Since 6/26 Willow 

ali Hawkins Co F 20 Since 6/26 
i 

Cedar 

Jefferson Mem. F 60 Since 6/26 Spruce/N.L 

at JCMC Floor M 49 Since 6/27 
1 

Laurel/Poplar *MRSA, needs blocked room* 

afel Takoma ED F 42 Since 6/27f  Cenar/Larl 

HVMC ED P. 58 Since 6/27, Cedar 

Sail HVMC ED M 32 Since 6/27 Any 

a Takoma ED M 21 4 horns I Cedar/Larl 

DATE: 6/28/15 

TIME 0800 
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PATIENT FLOW SHEET 

DATE: 6/29/15 

TIME 0730 

Cedar (14) Laurel (16) Pop (26).. Spruce (14) Willow (12) 

Census 14 16 23 14 It 

Blocked Rooms 0 0 222b 0 3176 

Beds Available 0 0 2 1 0 0 

Name of Patient Waiting Location M/F Age LOS Since Consult 

1 

Potential Unit • - Comment$1 

(Admitted/Unit) 

ICMC Floor M 49 6/27/1!5 Laurel/Poplar MRSA 

JCMC ED F 63 7 hrs I Laurel 

Talcoma F 42 6/27/115 Cedar/Laurel 

FIVIVIC ED F 58 6/27/115 Cedar/Laurel 

Takoma M 21 6/28/115 Cedar/Laurel 

I1VMC ED M 30 6/29/I1 Poplar/Laurel 

CSU M 47 6/29/15 Poplar/Laurel 

Jefferson Co F 60 6/27/85 Spruce Blount Co Cedar 

Parlrwest M Cedar t Sanders Poplar : 

Ft Sanders M j Laurel 

CENSUS: _78_ 
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PATIENT PLOW SHEET 

DA h: 6/30/15 

TIME 0730 

Cedar (14) Laurel (16) Poplar (26) Spruce (14) • Willow (12) 

Census 14 16 25 I 

i 

13 

Blocked Rooms 0 0 222b 
I 

412b 3176 

Beds Available 0 0 0 1 0 3 

Name of Patient Waiting Location Mil? Age LOS Since Consult. Potential Unit Comments: 

(Admitted/Unit) 

Sas JCMC ED F 47 3 hrs Spruce 

itallatis ID/MC F 81 3 hrs New Leaf 

SE* Laughlin P 18 4 bra Poplar 

SEM 
 

HVMC M 33 4 hrs Poplar 

Hancock M 20 aterate 

 

5 hrs 1 Poplar 

IN 1 I ma el Knoxville P 79 14 hrs  
1 

Ncw Leaf  

I 
I 

CENSUS: 76 
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Ranking of Tennessee Counties by Total Population 
2015 

County Total Population Rank 
Shelby 946,559 1 
Davidson 663,151 2 
Knox 459,124 3 
Hamilton 349,273 4 
Rutherford 302,237 5 
Williamson 207,872 6 
Montgomery 191,068 7 
Sumner 175,054 8 
Sullivan 159,494 9 
Washington 132,599 10 
Blount 129,973 11 
Wilson 126,472 1/ 
Bradley 104,364 I 3 
Madison 99,971 I 4 
Sevier 96,116 15 
Maury 82,526 16 
Putnam 78,416 17 
Anderson 76,949 18 
Robertson 71,437 19 
Greene 70,520 20 
Tipton 64,759 2I 
Hamblen 64,438 -y , __ 
Cumberland 58,340 23 
Hawkins 57,741 24 
Carter 57,359 25 
Coffee 54,817 26 
Jefferson 54,487  27 
Roane 54,079 28 
McMinn 53,476 29 
Loudon 51,495 30 
Gibson 51,412 31 
Dickson 51,127 32 
Bedford 48,099 33 
Monroe 46,563 34 
Lawrence 42,373 35 
Fayette 41,835 36 
Campbell 41,783 37 
Franklin 41,391 38 
Warren 40,662 39 
Cheatham 40,088 40 

1

$ EXHIBIT 

243  712s1 
;.5B11- kinvo 

SBH-KINGSPORT 002373 

1 0 
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Ranking of Tennessee Counties by Total Population 
2015 

County Total Population Rank 

Weak ley 38,790 41 

Dyer 38,246 42 

Cocke 37,207 43 

Lincoln 34,624 44 

Rhea 33,767 45 

Henry 32,766 46 

Claiborne 32,765 47 

Marshall 31,413 48 

Obion 31,365 49 

Giles 29,293 50 

Marion 28,652 51 

Henderson 28,279 52 

Carroll 28,012 53 

Lauderdale 27,264 54 

White 27,132 55 

McNairy 26,755 56 

Hardeman 76,231 57 

1-Eardin 26,075 58 

Hickman 24,465 59 

Macon 23,419 60 

Grainger 23,236 61 

Overton 22,593 67  

Scott 21,915 63 

Morgan 21,870 64 

Smith 19,771 65 

Union 19,347 66 

DeKalb 18,996 67 

Fentress 18,553 68 

Humphreys 18,519 69 

Unicoi 18,419 70 

Johnson 18,090 71 

Haywood 18,044 72 

Chester 17,593 73 

Wayne 16,815 74 

Polk 16,570 75 

Benton 16,208 76 

Sequatchie 15,246 77 

Crockett 14,611 78 

Cannon 14,218 79 

Stewart 13,659 80 

SBH-KINGSPORT 002374 SBH-KINGSPORT 002374



Ranking of Tennessee Counties by Total Population 

2015 

County Total Population Rank 
Grundy 13,322 81 
Bledsoe 122,6W 82 
Meigs 12,331 83 
Lewis 12,112 84 
Decatur 11,883 85 

Jackson 11,383 86 
Lake 9,676 87 
Houston 8,413 88 
Trousdale 8,275 89 
Perry 8,025 90 

Clay 7,681 91 
Hancock 6,645 92 
Moore 6,364 93 
Van Buren 5,433 94 

Pickett 4.998 95 

Source: lennesse Depart new of ffealih 
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Woodridge Hospital 
Inpatient Utilization 

2010 2011  2012 2013 2014 

Beds 84 84 84 84 84 

Discharges 3,310 3,412 3,573 3.824 4,081 

Patient Days 19,572 19.827 21,329 22,182 23,426 

ALOS 5.9 5.8 6.0 5.8 5.7 

ADC 53.6 54.3 58.3 60.8 64.2 

Occupancy % 63.8% 64.7% 69.4% 72.3% 76.4% 

Sources: Joint Annual Reports of Hospitals: .1fS11.-1 S74 
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Welimont Health System And Mountain States Health Alliance Announce Plans To Pursu... Page 1 of 2 

Cis errs 

Cur Mission Our Providers Our 3drvirms Ow Facilities •-ie..alth it, Wellness Petteets ri "esttorS SeyWeilmont 

Wellmont Health System, Mountain States Health Alliance 
Announce Plans to Pursue an Integrated Health System 

New organization would make health care more affordable, redirect resources 
toward improving health of region 
Welimort Health System and stun tarn States Health Alliance ewe agreed to exdusvely explore the creation of a new, integrated and 

governed health system designed to address the serous beat!,  issues affecting the region and to be among the best in the 

tenors in terms of quality, afordateity and thelent satiated... 

In a term sheet signed Wednesday, the boards of directors of both manual:ens aitpte to eapore =Dining Use assets and operations 

o WtS mast and Mountain States into a new heath system TelS deosen follows more Man a year of merger thsonscsa, Internal 

analysts within eaen system, theughtfelCersdersatOrS in the community and unanimous votes by both boards to examine ths =k  n. 

We are excited about tea proposed combination that will reng logetner the caDatartles Of both Westmont and Motntan States, 

rnestanal with a oarnershth n a2dem. ice. and wen our states, to serve tine region and result in unprecedented Scatty and vaue." Said 

Pogeet.eoneed. chair d Weernont's board. 'We are grateful to the thrusznis of community and husinecs leaders, physlCianS, 

enotoyees and patents who have shared their thoughts throughout this process. It was deneerative and methodical, witch led its 

imanenrosty In the eght mndusinn.- 

"Our board s enMuroastic about this potentla partnership,' said P  'here AlleS chat' of re board for mountain States. 'W. and tie 

loodiership of We(inont all care deeply about :he regal we serve. We stare a passion for imparong our regimes heate and our 

region's economy. We icok toward to working dandy with the state of fernessee and the Commonweeith of %teems', as rreil as with 

Our payers, to focus on the real drivers of cost reduction and quatity•emancernern.' 

A new board wit be created, which wild have ecual representation from %Valmont and Maintain States, as mil as two new 

irdeperidete, )(Andy appoloted members. the bond will also indude a lead independent director who will be a %Valmont board 

aPPOntee who whl work with the Wald in coordirrellon with Vie arect.tive chektuars. olds is a best practice model frequently used by 

companies who have an executive charmer. 

rie president of East -ennessee State University wild serve as ar ex-cftico nenvolirg member cf the board. The involvement of ETSU 

will loon on expanding ()Peach.. .ten to compete far restarts investment in our raped as wet as ennancing physician and idled 

hear, training kr the future. 

run sew board would direct the proposed health system, which M.Alifi alth re a new name. One teadersh 0 than. zomposed 

wr •ent execulivn fru,. bons org,thitariais, wuuii Mad live conduces system. the CEOs of both oga lindens would dare Leadership 

cesconsoilites. 

'Northeast Tennessee and Southwest Anemia caproporhonatety suffer from serious health Issues - :cardiovascular disease, drabetes, 

addiction and access to mental heaths services, to same a few • and they must be addressed,' said elee_t,evine,  president and CEO 

rt Mountan States, who would become executive dairymen and president of the combined system. —he cost if this poor health is sot 

sustsiaable. By aline, we cart refocus our efforts from being measured based on how many patients we can admit to the hospital 

doe how many ways we can duplicate these triers, to how we measaratily improve the heat?,  tf our region while dimmers; 

Imre:essay coils and making seal. use more elfcrdeole. the uexpre of his meal deserve rititiON less. We •reascl to demonstrate 

tie menlerS suoStanhal specific potential n these areas.' 

an irtegration Gourd with executive and ohyuclan leaders from tom sisters well be formed to further develop clans for a combined 

system outing Ine next several numbs. Those plans will ben the test nteest Of Cm cal quality and the patients served, wit 

eiemrincfrpte shared vakes and sse• Mow rorreutnents to employees and 2hYslelanS. 

'Together, well work alongside nor employed and independent physician to shape the future of heath ore Cy modeling erective 

callabetation, budding new cominurvfy heath c,nkrtions and becoming a national motel fir rural health care delivery,' sad MCI 

rloVS), president and CEO of Welthent, who would lie CEO of the new system. 'As one system, our psyscians errata share best 

ethctees, ccilatcrate to benchmark our outoarres against the nation's teat and develop new eigh•level services closer to home? 

The systems now age- a due diligence period and will week toward developing a definitive agreement. The definitive agreement win 

be 'allowed by a 'recess to obtain, among other regulatory requirementS, -ennessee and Virg eta approvais of the merger, which will 

I key take Wags toe end of 2015. 

In -ennessee, the or aanitations real pursse approval under me state's COPA (Certificate of Public Advantage) statute. A COPA 

autnomes the panes to merge and directs the state to actively supervise the new health system 10 assure tnat it coutnues to Down 

the community by pray:cling health care that a affordable, accessible, costerfIcient end high In greedy. In Vegeta, the health systems 

will pursue a process similar to a COPA that Is defined lay a proposed statute that has been passed by tee iegislature and awaits  the 
governor's signature. 

.11 ,lnt r rail II 77 I C 

V — 11-7 

SBH-KINGSPORT 002377 SBH-KINGSPORT 002377



WeHimont Health System And Mountain States Health Alliance Announce Plans To Pursu... Page 2 of 2 

wag the phkses or due dlitience, integracon analysIS. Pkennin9 for ikokenkol kkkeirokr)o and gcnrcnicken 4; 

Orkunten 9a16 and Wellmool vlr.. con bore lrus,ness as uend'as lac separate and rcdepEnCent Cekkarvations. 

nkr flare cD'OrniaDon, Beare t LI0IStkorrillIghikttral.9AktttliikkerS. 

About. Woryrnont Health System. 

VicimaDt 14eaDli Salem is a learlIng provider Of ficalth care service; lo- Not Tennesseeand coritomst virgyka, r'ekkericti 

cempreerswe heattik core, kkellneks. and lung-term cars services KrOss reglon Welinalt (skies iodide Holston Carey 

mate! Center in Elicysport, Tenn.; Engel Regional Medial cema n Hulot. Term: gountalr vlttv Recronal Medical Cats in War, 

kra.; lotlesate Pne Hospital Irk Mg Stolle Cop, Pa.; Hakkkins Carty Meenaial Hokplal In RogersviHe, MO.:4rd Haim& Coolly 

huspILII in .5needville. Tenn. 'or more Information about Wellmont, pore ale knYktktigalklailtIM. 

AbaUt Mountain Slates Health Alliance 

Sore 1499 Hanlon States Health Mance has Iran iknikririg rte nalmnrq NKr health eDredoDe to "Ore to save ate reStriefitsc, 

kocaltieakt Tennessee. Soi.thw& Vinkine, Scollleasteni Ifenrucky arc Western Rent Carcana laic td-bbl health are 

ocganiarkr diced in Janson ON,  recur, operates famliy or  13 hasp tali serving a &corm tk tgren flountiun SLales d'e'n kkrge 

teriary kowtal rarer level 1 trauma center, a cedkrated &Aden 5 aerial, several arrmifltD IDr.Pdat. IDDO elicit  aCCDDDD,DDIDEAD 

behDiveral health hospilal. Iwo kr; tenni:are IDDOIDes, hone care and hOspce :canna, Wad plkarritackA, a cornprellenave mat t! 

ma:Der:11ml consombon. and the regiteesn DD. pmvidero....ried hentin insurance compaDo. The team @Umber.. IDIDDIdm,s and 

Ditinteal voliu make in Mutrikain Statille4DIDAII.drice are moan tiedIDC.00g DOD you ziDD eerilorl ,our Inn'. roe more 

rleraillon, clot www.mcDintaingagAINDIAILWW. 

DDDEDDDI:IV.DeDwIfDagh Irsemly Pole! Dt PrivaLv a.rta Plicte Lain 

Dl rep Wane Pavan. Riley D)213L5 VierlDIDDI DEAD Sy-Stema qua reserveo. 

DDOD DrI"'DDD day, OngsPort ',cinema 33450 433.030 tine 

1/1 1 Cr117-11— .1 In r 1 C 
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5.1199 hoc Psychiatry 

Ism of Cases Cf 

SyWein Hosintal Name 201/5 2006 2607 2066 2009 2010P 

MSHA Woodridge Psythialloc Hospital 1,295 2,883 2,505 1930 2.548 2,723 

Indian Path Medical Center 1,346 1018 1,035 1085 479 21 

Russell Counts. Medical Center 535 540 526 436 408 501 

Sycamore Mina's Hospital 191 205 186 141 253 167 

Johnson 0110 medical Center 363 46 61 76 71 J2 

Johnston Memorial Hospital 14 11 12 17 13 12 

Norton Community Hospital 16 6 11 7 7 

North Side Hospital 3 4 5 6 4 7 

Smyth County Community Hospital 5 a 3 5 5 0 

Mclennan Comrnuorty Hospital 4 1 3 2 0 

PASHA Total 4,771 5,749 5,489 5,100 3,749 3 604 

Wellrnont Wellmont Bristol Rcgional Medical Center 872 1,053 897 993 1 161 1.170 

Tatman Regional Hospital 187 152 144 135 114 119 

Wellmont Hawkins County Memorial Hospital 65 116 12G 3 4 11 

Wellmont Holston Halley Medical Centel 17 2t, 33 20 30 13 

Wellmont Lonesome Pine Hospital 25 15 17 15 23 4 

Lee Regional Medical Cents; II 13 lb 25 6 5 

Mountain Wen Regional Medical Center 13 11 a 5 2 0 

Wellmont Hancock County HE:3*MM 1 2 0 

Total 1,174 1376 1,2,-13 1.272 1,340 1 343 

O

the

r 

 

Ail Other 1,672 1,876 1,926 0195 2,602 2.183 

Grand Tot I 7,630 9,01/ 8,498 8.007 7,131 7,129 

2605 2006 1007 2105 201/9 201011  

62.5% 53 60. 613: 5345. 53.1:: 

155% 15 411 14.6% 19 0% 1561. 

11371 208% 217% 267% 28 1% 

W Psychiatric Market Share - MSHA SA 

CY2006 - CY2010P 

ALPHA 

Wellmont 

Other 

 

MICA Weinr005 Other 
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TOR 15 M1SRit LS fer SONICO Area 1/1 Psychiatry 

Hospital Name System 2006 2001 2008 2009 10105 

% 

Change 

06 - 10 
Woodridge Psychiatric Hospnal 615116 7,883 2085 2.934 2548 2,723 -6% 

Indian Path dical Center MICA 2.043 1,635 1,405 479 21 -991. 

Wellinont Bristol Regional Medical Center Wellmora 1.053 897 993 1 161 1,176 12% 

Peninsula Hospital All Other 784 899 1.504 705 936 191S 

Russell Counts Medical tenter MICA 540 523 436 4013 501 4% 

Sycamore Shoals Hospital MICA 205 186 141253 267 30% 

Carillon New River Valley Medical Ceram All Other 199 170 173 205 199 

Takoma Regional Hospital Wellmont 152 144 135 114 119 .22% 

M orlistowrrHembleo Heal thcare Syalem All Other 129 73 III 123 112 -13% 

Johnson Mrs Medical Center MSHA 46 61 76 72 72 57% 

Morn County Regional Healthcare, las. All Quiet no 87 III 102 93 .15% 

foie Regional Med Center All Miler 112 108 113 BO 63 -44% 

Cannon Memorial Hospital All other 12 5 24 91 119 5BM, 

Mission Hospaal All Other 4 39 160 132 129 3133% 

Mercy Medical Center SC Mary's All °me, 613 53 76 62 83 18% 

Total Market Cases 9,012 0,498 8,607 7,131 7,119 -21% 
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MSHA Pros Substance Abuse 

Sum of Cases 

System HasilkalNarne 3006 2007 2000 2009 2010 2010P 

MSHA Woodridge PsychiaInt Hospital 002 553 256 324 352 069 

Indian Path Medical Center 493 367 134 164 14 19 

Johnson City Medical Center 85 83 121 118 101 135 

Russell County Medical Centel 30 37 57 44 15 20 

Sycamore shoals Hospital 25 27 24 13 10 13 

Johnston Memorial Hospital 9 14 20 20 23 31 

Norton Community Hospital 20 17 15 II 12 11 

Smyth County Community Hospdal 4 10 10 8 

North Side Hospital 10 8 0 2 7 9 

o•ckensan Community Hospital 5 6 7 0 

MSHA Tot I 1,083 1.122 852 704 540 720 

Wellmont Wellmont Bristol Regional Medical Center 133 100 04 74 56 75 

Wellmont Holston Valley Medical Center 38 31 32 32 35 47 

Wellmont Lonesome Pine Hospital 14 28 24 14 

lea Regional Medical Center 15 23 10 10 13 

Takoma Regional Hospital 8 6 11 6 

Mountain New Regional Medical Centel 6 16 9 

Wellman! Hawkins County Memorial Hospital 5 4 7 6 13 17 

Wellman Hancock County Hospital 

VVeUmant OM 199 208 176 105 129 171 

MI Other 362 384 301 289 276 368 

Grand Tot I 1,644 1,714 L329 1,138 944 1,259 

2005 2997 2003 2009 2910 20190 

M5HA 65.9% 65.556 641% 619% 57 277 

Wellmont 121% 12.177 112% 12.772 13.65 

Other 22 077 224% 226% 254% 292% 

IP Substance Abuse Market Share - MSHA SA 

CY2006 CYZO1OP 

Top 15 HOepltab fm 6ervk¢ Area bttarrce Abuse 

Hospital Name 1006 7007 2008 2009 2010 10109 

% 

Change 

06 . 10 

Wooendge Psycluatec Hospital 402 553 255 324 552 469 17% 

Indian Path Medical Center 495 367 534 164 14 19 9675 

Johnson City Medical Center 85 83 121 118 101 135 58% 

Wellmont Bristol Regional Medical Center 133 100 84 74 56 75 -396, 

RUS5011County Medical Centel 50 37 57 44 15 29 -337e 

Wellmont Holston Valley Medical Center 28 31 32 32 35 47 6➢% 

Watauga Medical Center 24 42 22 28 22 25 22% 

Carillon New River Valley Medrcal Center 19 27 23 79 28 37 96(5 

Peninsula Hospital 34 22 9 21 20 .27 22% 

Frye Regional Med Canty 02 35 15 16 -8496 

Sycamore Shoals Hospital 25 .27 24 13 10 11 -47% 

Margaret R Pardee Mem 24 22 13 17 23 62% 

Baptist Hospital of Cast Tennessee 27 43 17 0 1092, 

Wellmont Lonesome Pine Hospital 14 28 14 14 6 8 -03% 

Johnston Memorial Hospital 14 13 .20 23 11 24177 

Total Market Cases 1,644 1,714 1,329 1,135 994 1,259 -2396 
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Issue Brief - No. 823 
August 1, 2007 

Shrinking Inpatient Psychiatric 
Capacity: Cause for Celebration 
or Concern? 
Eileen Salinsky, Principal Research Associate 

Christopher Loftis, PhD, Research Associate 
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Shrinking inpatient Psychiatric 
Capacity: Cause for Celebration 
or Concern? 

the April 2007 tragedy at Virginia Tech, while unprecedented in terms of 
die number of lives liwt in a mass shooting, is also sadly evocative of 
lishobing headlines tram the past. Although it k ere rare for people 
with mental disorders to be violent towards otheN, mental health crises 
lo occur every day and too itten result in harm to self or suicide. In 20(74, 

over 32,000 people committed suicide in the United States. making it the 
I Ith leading cause of death.' Tragedies that result From a failure to inter-
vene effectively in an individual's mental health crisis arc particularly 
appalling, as they are often preventable. 

Multiple cultural, legal, and medical obstacles hinder ark is intervention, 
but gaps in mental health treatment capabilities are significant. The mental 
health system that exists today is widely perceived to he ineffective in both 
preventing mental health irises from developing and intervening in crises 
is hen they occur. is discussed in the report issued by the President's New 
rcedom Commission on Mental I lealfh,2  disjointed policies and reforms 

4 the past have converged to create the "patchwork relic' that is the cur-
::.nt mental health system. Understandably, the commission focused the 
'sulk of its work "upstream" identifying the changes that are needed to 
also re. that as few people as possible es or espenence a mental health crisis. 
7 he commission concluded that the "nation must replace unnecessary in-
-titutional care with et feetiVe. ef Relent community services that people 
, an count c in'' and articulated a f.ision for what a consumer- and family-
. entered system of co re would look like. 

institation-based treatment resources are, in tact, contracting, hilt this re- 
- in inpatient psychiatric sen.ices is not being balanced by the devel- 
plattn of strong, comprehensive community-based m stems it care. life 

Plaillber of dedicated psychiatric hi ”ip ita I beds has 0 ripped predpitouslv 
over the last decade, and many communities report serious constraints in 
Inpatientpsychiatric capacity. New outpatient models are being developed, 
but they have not been implemented at the scale necessary to compensate 
or the decrease in inpatient beds. 

l'he commission recognized that acute care services are an essential part of 
the mental health care continuum and noted the inadequacy of these ser-
vices in terms Oi both scope and availability. The commission's Subcom-
mittee on Acute Care documented the shortage of acute care capacity as a 

;rowing problem nationally.' Given the historical reliance on inpatient 
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services, some consumer advocates have been rather reluctant to em-
phasize acknowledged deficiencies in hospital-based psychiatric ca-
pacity. Many advocates fear that policy attention to inpatient psychiatric 

,services will only detract from the challenging task of developing a sys-
tem of care that is directed at prevention, early intervention, and com-
munity-based services. However, even if such a system were in place 
today, people with mental disorders would continue to experience Lai • 
see that warrant intervention, 

Phis paper presents information on the decreasing supply of acute mental 
health services, describes the forces that have led to this trend, and identi-
I ies proposals that have been made to address perceived inadequacies. This 
narrow emphasis is not intended to imply that expansion of acute mental 
health services melts priority over the development of a more refs ist sits- 

Of community-based care. In addition, the paper does not address 
how training and models of protessiona I practice influence provision of 
aCute care services. A comprehensive analysis of existing mental health 
system service capacity, while worthwhile, is beyond the scope ot this is-
sue brief. the following focuses on important changes in acute mental health 
capacity and discusses the influence of federal policy, particularly Medic-
aid and Medicare reimbursement, on these services. 

WHAT IS ACUTE MENTAL HEALTH CARE? 

\cute mental healthcare can he broadly ciehried as a short term response 
g the urgent needs of an individual experiencing a mental health crisis. 
lie specific behaviors and taint litions constituting a mental health crisis 
is- open to interpretation, by individuals and mental heal th putfissional 
'like. Generally speaking, i danger of suicide, harm to ;alt due to uuen-
:t1l1ai acts or impaired sett-care, or harm to Other` in commonly. used to 
denti/ a person's need for acute care services. I hese services ideally 
ndode aSSeC,Iment and short-term intensintions to defuse the immediate 

• rests. along with treatment planning to provide let erraIs tor tollow in 
:immuring and, possibly. additional treatment. It is important to note 

many people with mental disorders no yr experience a mental health 

risis necessitating acute services. 

\ cute mental health services have traditionally been provided in 'rya- 
item hospital settings, hospital emergency departments tEDs4 and other 
urgent care facilities. Recently, alternative forms of afteCtive crisis inter- 
vention (such as mobile crisis units and crisis intervention in residential 
ply 'grams) have been developed that do not require 24-hour medical super- 

vtigon in an institutional setting. Sane consumer-driven services do not rely 
primarily on mental health care providers but rather support consumers 
and their families in managing their own psychiatric symptoms. 

However, these nontraditional forms cif acute care are not widely avail-
able, and most communities continue to rely heavily on hospital-based psy-

t hm Inci services to intervene in mental health crises. For the purposes of 

tt,manal Health Policy Forum I ?), 
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While many patients may accept acute psy-

chiatric services voluntarily, some refuse 

care and may be compelled to remain in the 

custody of health care providers against 

their will. Legal standards for involuntary commitment to in-

patient facilities for acute mental health care typically rest on 

demonstrating an immediate danger of serious harm to self or 

others. Once committed to an inpatient facility, patients may 

Till refuse treatment, such as medication. Legal standards for 

compulsory treatment, which vary across states, usually hinge 

on determining a patient's competency to make treatment de-

cisions in his or her own self-interest. States have applied vary-

ing standards forcompulsory treatment and have allowed "out-

patient commitment" when a patient is assessed to he gravely 

disabled by mental illness or there is potential for a patient's 

condition to deteriorate absent treatment. The legal framework 

for outpatient commitment, in terms of relevant state statutes 

and case law, is not as well developed as the law used to guide 

judicial decisions regarding inpatient commitment. Riese dif-

ferences may contribute, in part, to the continued reliance on 

inpatient psychiatric services to deliver acute mental healthcare. 

Issue Brief - No 823 
August 1, 2007 

"acutethis pa pee care" refers hmat Ily 
to sis intervention services that can 

he provided in either an inpatient or 

an outpatient setting. Nonetheless, 

given that hospitals continue to be the 

dominant and most widely studied 

set tuag for acute mental health care, 

much of the discussion ionises on in-

patient psychiatric services. 

cute mental health treatment differs 

tram acute care for general medical/ 

surgical cases in a number of ways. 

Cheer Si percent of the costs of mpa 

tent psychiatric care are capt ti red by 

the routine costs of staffing the unit 

in which psychiatric patients are 

plated. In general, inpatient psychi-

tric patients do not use a large 

amount of ancillary services, such as 

labokitav, imaging services, telem-

etry, and operating room suites! 

Ubecritical danger lacing patients in 

mental health crisis is typically the 
risk that their behavior will result in harm I rather than t trga 0 t,r meta-

Sok: tailure). I herefore, providing the appropriate level of supervision 

and behavtoral management to minimize this risk is an important com-
oonent ui acute psychiatric care. Diagnostic tc orkups of psychiatric castii, 

;ethically do not rest' on capitat-inienSiVe technologies; rather, they in-

,. 00.0 expert interpretation of symptoms, patient intern iews„tnd medical 

i. wds. Lore tray also inilude treatment tor Medical coMorbitlities, such 

wound care, orthopedic Jcervices, or is rd lac care. Itese comorbiditit)s 

nay oe linked to injuries Siistained during the crisis episode or may re-
ject preexisting conditions, 

\ cute care services are often the first and, in some cases, the only type of 

, are people with mental disorders access. I low ever, individuals with per-
ustentKenous mental d bless 0-A10—about S percent of the popolation'—

ot ten expeniince mental health crises recurrently and are particularly likely 

In use inpatient psychiatric services. Persons with Slit are particularly 

vulnerable to experiencing a mental health crisis when their chronic men-

tal disorders are exacerbated by co-occurring health issues or other per-

sonal problems, such as insufficient financial resources, interpersonal con,  
Chet. social isolation, or housing instability. 

Sometimes referred to as "frequent livers," these noire Vulnerable patients 

are heavy users at inpatient psychiatric and ED services, but the clinical 

and social circumstances nt persons experiencing a Mental health crisis can 

National Health Policy Forum 
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FIGURE 1 

Distribution of Mental Health and Substance Abuse 

Admissions in General Hospitals 
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,in widely; these differences can 

influence whether, how, where, 
and what type of acute mental 
health services are used. Pie-
amples ot cases requiring acute 
mental health care include a 
mother who is suicidal :titer the 
recent death of a child, a de-
pressed senior citizen who has 
stopped all sell are activities at-
ter the loss ot a spouse. a return-
ing veteran tailing to recognize 
heart palpitations as a symptom 
4d post-traumatic stress disorder, 
a teen who has overdosed on ille-
gal drugs, and a homeless man 
who is psychotic, hearing voices, 
and threatening to kill himself. 
Such cases can present quite dif- 
ferently, with the need tor acute t ifotiLysirdt 

treatment varying significantly. 

\ lost psychiatric hospital stays are for depression some other form of 
mot id disorder, schizophrenia or tither psychoses, and I ur substance abuse. 

Mot igh approximately isne-quarter ot psychiatric hospitalizations Lien-
-in- substance abuse as the principal diagnosis, many people hospitalized 
;Lir other ts pes of nwntal disorders also have co-occurring substance abuse 
riroblems. Over one-halt of patients hi ,pitalized hrz osvehiatric care in gen-
cral hospitals hav e a substance abuse problem IFi,ure 

the acute service needs ot psychiatric patients depend on a wide variety 
. tact ors that, while Influenced by diagnosis, mat be a ttected to a greater 

gent by the seventy and duration ot the disorder, the patient's receptiv - 
w to treatment, OXIsting comorbidities, and the extent to which patients 

have necessary social supports to promote treatment compliance In real-
' iv. the actual acute care services individuals revive may be dictated less 
by their needs and more by the availability ot those sun ices within the 
um munitv in which they live and their ability to pay tor those services, 

either directly or through public or private health insurance. 

TRENDS IN INPATIENT PSYCHIATRIC CAPACITY 

Capacity for inpatient psychiatric services, the most widely available 
form ot acute mental health care, has declined dramatically over the last 
tour decades and bed supply has shined across service providers. Inpa-
tient psychiatric services can be delivered in a variety of settings, including 
public mental hospitals, private freestanding psychiatric hospitals. and psy-
chiatric units within general hospitals. Increasingly, inpatient psychiatric 
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services are also being delivered in nonspecialized medical/surgical beds 
located in gen eral hos pi ta Is, commonly referred to as ",ca tier beds." fly or 
time, the availability and interchangeability of different types of inpa-
tient psychiatric beds have varied considerably (Figure 2). 

Downsizing by state- and county-run mental hospitals is the primary 
reason for the large decrease observed in the total number of dedicated 
inpatient psychiatric beds. In 1970, there were approrintately 824,878 
psychiatric beds in the United States, with about 80 percent of these beds 
pros 'clod by state or iaiunty mental hospitals. By 2102, the total number of 

psychiatric beds had declined to 211,199, with over 68 percent of inpa-
tient capacity provided by the private sector. Privy te.sector capacity grew 

No. of Beds 

FIGURE 2 

Inpatient Psychiatric Beds by Type 
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When Medicaid was enacted in 1965, Congress 

barred federal contributions for any care de-

livered in certain institutions that fall within 

the definition of an "institution for mental 

diseases" (IMD). 'the ban was intended to prevent states from 

supplanting resources that had historically been dedicated to 

supporting persons with mental illness in state and loco I men-

tal hospitals. An institution for mental disease is defined as "a 

hospital, nursing facility, or other institution of more than 16 

beds that is primarily engaged in the provision of diagnostic 

services, treatment, or care of persons with mental diseases, 

including medical attention, nursing care, and related services." 

I he exclusion applies only to persons between the ages of 22 

and 6d. INID residents 65 and older have been exempted from 

the exclusion since Medicaid was enacted, and state Medicaid 
plans have had the option of exempting thoseunder the age of 

22 since 1972. 
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considerably between 1070 and the 

1090s, partially ot (setting contrac-

tions in the public sector. However, 

since the mid-1900s, private-sector 

closures have added to the continu-

ing decline in public inpatient psy-

chiatric beds. These trends have led 
to capacity levels for inpatient psy- 

•hiatric services that are now signifi-

cantly lower than they had been 

throughout the 01805 and much of 

the Iran(.' 

Public Mental Hospitals 

Much of the decrease in state- and 

county run psychiatric beds was pre-

t pita ted by a shift away Mom institu-

tional, long-term, custodial care for 

persons with severe and persistent 
mental illness. A variety it turoes strove the "dcinstitutionalization" move 

menu that began in the 196)s, accelerated during the 107)s, and continues 

today. Scandals over the inhumane conditions within many facilities, pa-

tient adviacy ettorts, evolving treatment techniques (including new mg,-

) hign4fic pharmaceutical agents), and budgetary pressures converged to 

!irompt the discharge M psychiatric patients residing in institutions into 

(Immunity +ettings. When Medicaid was enacted in I9h5, the program 
..wItiticti "institutions for mental diseases') f INIDn from reimbursement, 

2. Inch intensified states) Financial incentives to move patients out of public 

sychratric hospitals. &haven 1008 and 1000, the resident population of 

oh lie mental hospitals dropped tram approximately 90100 to less than 

110.01i0.'t On any given day, this resident population included a mix of long-

Jay and :-.aert+tay acute patients. 

It is difficult to characterMe precisely how the significant decline in public 

psychiatric beds at fee ted acute psychiatric capacity. States w ere initially 

aim) to close public mental hospitals entirely, preferring instead to re-

luce bet Ls and census levels. Arguably, acute-care capacity increased 

in these facilities as more long-term patients were discharged to live in the 

community, nursing homes, and other types of tacilities—f reeing beds for 

short-term stays. At the same time, the demand tor acute services increased, 

since the discharged high-risk patients, particularly vulnerable to mental 
health crises, of ten found themselves in settings where they lacked adequate 

access to the outpatient services they needed. 

More recent developments have likely served to reduce the acute care 

capacity available trona public mental hospitals. Following the rapid 

lidinStitutionalization or resident patients in the 10(,0s and 10708, 

National Health Policy Forum I ,.a, ao 

SBH-KINGSPORT 002390 SBH-KINGSPORT 002390



Issue Brief - Ho 823 
August I, 2007 

long-term can! services continued to be provided by public psychiatric 
hospitals (particularly far forensic pu rpiuscs). lowever, by the early Os, 
these facilities became primarily acute care sites in Many states. In other 
states, public hospitals were closed to all but long-stay patients. Clo-
sures of public psychiatric facilities became more common in the 10‘)0s, 
and bed closures within facilities continued at a steady hut slower rate 
as a result of tightening slate budgets and increasing reliance on Ai ledic-
aid to turd mental health services. these more recent closures likely 
represent a decrease in acute, not long-term, capacity. However, state 
and local mental hospitals rarely designate beds her short-term or long-
u IM use, making it difficult to accurately determine acute capacity lev-
els in public institutions. 

Private Psychiatric Hospitals and General Hospitals 

the dramatic decline of psychiatric (primarily long-term care) beds in 
public mental hospitals user the last 40 years tends to obscure more 51.Ibtle 
hanger in private inpatient psychiatric capacity during this period. Given 

the historic tiicus of private psychiatric hospitals and general hospitals on 
short-term, cute treatment rather than custodial care, capacity in these 
institutions was less dietetic attested by the movement to demstitutionalthe 
psychiatric resident twin Itmg-term care mental hospitals. In tact, the 
demand kw acute services stimulated be the needs ut I hese former resi-
. len ts of government psychiatric hospitals, unnbined with increasingly 
4V111.7FOLIlinpahcntps‘chiatriccovitage through Medirare, Meditaid, and 
iinvale insurers, likely precipitated an initial increase in the supply at 
vivito psychiatric beds, 

ter time, policy hanges have significantly intluenced ern ate-sector 
Iorasions to both expand and (more recently) contract inpatient psychiat-

capacity, While acute care capacity levels in grit ate, freestanding psv-
thatric hasp stale and psychiatric units of general hospitals rose steadily-
sittviien 1970 and lust), expansion accelerated signal ica ntly between L ;SO 
;rid MHO. I his spike in private-sector capacity can be attributed to a 
mut mince of tactors, including the following; 

A Relaxation of certificate of need (CON) requirements - As states 
Heston to loosen or eliminate CON laws that had required hospitals to 
obtain regulators. approval prior to adding or expanding services, hospi-
tals were able to increase psychiatric bed capacity without taring signiti-
i ant administrative and legal hurdles. 

I Changes to Medicaid's IMO rule - After rule changes in the early 
1070s allowed Medicaid funds to he used for the care of children in psy-
chiatric hospitals, many states decided to include this option in their state 
plans. I his change created a new revenue stream for psychiatric hospi-
tals that had generally been barred from nicety ing Medicaid dollars. 
t iombincd with expanding coverage for inpatient psychiatric services 
through  commercial insurers, this change in Medicaid pol icy helped to 
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Mel a significant expansion in the number of freestanding psychiatric 
hospitals. Between 1976 and 1902„ipproximately NO new pnvate (mostly 
tor-profit) psychiatric hospitals were opened." .\s the for-profit psychiat-
ric hospital industry grew, markehng to parents struggling to control 
"troublesome" children became more prevalent' During this period, the 
increase in the use of inpatient psychiatric hospitalization for children 
was particularly striking. Among children hospitalized in short stay in-
stitutions for psychiatric disorders, nearly one-quarter were hospitalized 

In topprotit psychiatric hospitals. 

a Implementation of prospective payment under Medicare in 1983 
— When yledicare replaced cost-based reimbursement for hospital so- 
x ices to ith a prospective payment system WI'S), psychiatric -services (in 
both treestanding psychiatric 
hospitals and dedicated units 
tit general hospitals) were ex-
empted. As hospital-wide 
length-tit-stay averages and oc-
i opancy levels dropped, many 
general hospitals opened psy-
chiatric units to boost census 
and revenue. the cost-based re-
imbursement mechanism estab-
lished for PFC.-exempt services 
it tncled In favor new units and 

ties and likely contributed 
hi the expansion in the number 
it private psychiatric hospitals 
toil dedicated units. I (mulls ot 

tar pss hid Hie ad Frus.ion,, 
but numbers in ad- 

issions Increased.`. 

TEFRA— When Medicare estab-
lished inpatient prospective pay-
ment fur most types of hospital 
care in 1983, inpatient psychiat-
ric services were exempted and 
continued to be reimbursed un-

der rules established by the fax Equity and Fiscal Responsibility 
Act of 1982 (TURA). Psychiatric facilities were exempted from PPS 
because diagnosis (the basis for PPS payment methodology) did 
not provide an accurate prediction of resource use by psychiatric 
patients and failed to capture variations observed in costs and 
lengths of stay, 

lEPRA established both facility-specific baseline payment rates 
(based on an individual facility's actual average cost per discharge) 
and target rates for cost increases based on update Moors set in leg-
islation. Exempt providers were paid their actual costs per discharge, 
provided these costs did not exceed their target rate, and were given 
bonus payments if costs fell below target and some relief payments 
if costs exceeded target. 

BSA — lhe Balanced Budget Act of l'$}7 (HA) modified TURA rules 
in a number of important ways. A national payment cap was estab-
lished (set at the 75th percentile of the distribution of target amounts 
for all psychiatric tacilities in tiscal year 1996) and inflated to the cur-

rent year using an annual update factor. Each facility's payment was 
limited to the lesser of its target or the national cap amount New 
providers' baseline costs were limited to 110 percent of the median 
target amount of all established providers, with geographic wage and 
annual inflation adjustments A variable, provider-specific formula to 
update target amounts was also established, giving smaller update 
increases to providers whose costs were less than their targets. 
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Private inpatient psychiatric co-
„city held relatively stable 
luring the early 199116 but be-

,;an to decline sharply as noon-
, ki I incentives shitted. Increased 
managed cars• penetration in 
,Medicaid and among commer-
cial insurers; reductions in 
third-party payment rates, fol-
lowed by increases in utilisation 

management; and declining 
growth in Medicare reimburse-
ment rates led many inpatient 
psychiatric service providers to 
dose or reduce capacity levels. 
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This downsizing trend was initially evident among private psychiatric 
hospitals in the mid-1090s. General hospitals also began to close or re-
duce the size of psychiatric units in the late ISPE/5, partly as a result of 
these changing financial incentives. (Figure 3) 

Complex factors beyond the di reef profitabilityof psychiatric services have 
reportedly played important roles in general hospitals' decisions to elimi-
nate dedicated psychiatric units. Although some iv of d d argue that psychi-
atric services are still prof itable for hospitals, they may be less profitable 
than other inpatient cervices and represent an opportunity cost for hospi-
tal administrators. A variety of other issues, Such as the purported un-
w i lhogness of psychiatrists to set-ye inpatients or provide on-call services 
in EDs and the impact of psychiatric cases on ED overcrowding, may also 
play a role in general hospitals' ilecisions to eliminate dedicated psyc hi-
Uric units. the rationale behind hospital decisions to close psychiatric 
units is not well documented nor is the impact of such closures on hospi-
ial tinances anti 

The burden of treating people with mental disorders in PDs is well 
established. Psychiatric patients remain in hospital Ms more than twice 
as long as other patients, with 42 percent spending nine or more hours in 
the emergency room, and start have to spend twice as much dine looking 
tor beds for psychiatric patients as they do to find beds tor non psychiatric 
pa tients72  Figure 4 (next page) presents, results from a cross-sectional study 
Lit Ws indicating that mental health-related visits increased 73 percent 
He/net/en 199' and 20037 Survey d a in reveal that nO percent of emergency 

FIGURE 3 

Private Inpatient Psychiatric Beds 

No. of serfs 
iso 
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have raised concerns about the growing use of scatter beds. Because these 
beds are not located in contained, locked units with high levels of secu-
rity to regulate the access and egress of patients and visitors, these beds 
cannot he used for patients who are cominitted to an inpatient facility on 
an involuntary basis. Therefore, hospitals may be able to avoid serving 
difficult (and costly) patients by relying solely on scatter beds for the provi-
sion ot psychiatric services. Because the nursing state in general medical/ 
surgical units do not have specialized expertise in the unique treatment 
needs of psychia tri c patients, some question whether the care delivered 
in scatter beds is comparable in quality to the care delivered in dedi-
cated psychiatric units. 

Other alternative forms 01 around-the-clock psychiatric services include 
residential treatment centers (12 [Cs) for children and partial hospitaliza-
tion programs or day treatment for adults that incorporate a residential 
option. These facilities are sometimes viewed as hybrids between institu-
tional and community settings and are not reimbursed in the sense way as 
hospitals. It is unclear whether all of these programs provide the level ot 
patient supervision required to truly meet acute care needs, t low ever, these 
bed types are open included in efforts to monitor psychiatric bed capacity. 

Capacity in these newer forms or 24-hour psychiatric care beds has more 
than tripled, rising I ram only 24,435 beds in 1970 to 78,967 beds in 2002.9  
Although the number of RTC beds has risen steadily over this period, bed 
supply associated with partial hospitalization programs has fluctuated, 
in large part due to Medicare payment policy. .3iter reimbursement (or 
partial hospitalization programs under Medicare was es:phiiffy anthil-
1 l ied in 1087, capacity in these programs rose sharply, with bed supply 
.sore than doubling Maytag, 1092 and 1494. Fraud and abuse inv estiga-
tons revealed rinancial irregularities and quality of care concerns in a 

nuns ter ot pa dial hospi to illation programs.' Subsequent improvements 
711 regulatory oversight iv ere tol lowed by a decrease in the number of 
TsidmitMI beds available through these programs,/ 

'ewer forms ot acute treatment 'beds" have helped to onset the declines 
:n inpatient hospital beds, but this increase has riot been large enough to 
ounterbalance the magnitude of reductions in inpatient psychiatric ca-

pacity. Between 1990 and 2002, the number of beds reportedly available 
through "other" facilities rose by 23,5b5, while bed supply from trash-
(tuna l inpatient psychiatric providers fell by Wolff' 

A CRISIS IN CRISIS INTERVENTION SERVICES? 

need Nal reports suggest that inpatient psychiatric capacity is becom-
ing severely constrained in many communities and that more locales are 
beginning to experience this problem, although the magnitude of the short-
age is not well documented. A 7006 survey of state mental health authori-
t ies revealed that over 80 percent ot the states are reporting a shortage in 
psychiatric beds; 14 states report a shortage of acute care beds, IA states 
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report a shortage of long-term care beds. and 21 states report a shortage in 

forensic beds.'" Asa result, 27 states report longer waiting lists tor inpatient 

psychiatric services and I I tates are struggling with e rcrinv ding in pub-

lic psychiatric facilities. the American Psychiatric .tirisociatitin has called 

the inpatient psychiatric delivery system "fragile and beset by problents."1' 

Reports of long wait times to find inpatient placements for psychiatric 

patients and of increased reliance on jails to address persons in mental 

health crisis are becoming increasingly common. Itotice are often dis-

patched to respond to 411 calls re- 

crisis and traditionally have taken 

people into custody tt harm to self 

riling persons in mental health 

ments for psychiatric patients and of increased 
Reports of long wait times to find inpatient place-

or others appears imminent. De- reliance on jails to address persons in mental 
pending on the tiretuttstances, of-

health crisis are becoming increasingly common. 
Niters may place these individuals 

under criminal arrest or escort them 
to the hospital emergency room until admission to a secure bed can be 

mode. Across the country, pith:cotneer:are reporting Itinger times ;pent 

En hospital emergency rooms while tenting for a bed to he tound for per-

sons in custoily, as well as increased incarceration rates as of levers seek to 

avoid the time delays associated with bospitabbased services. 

A Ehough there appears to be widespread consensus that current Capacity 

leis Els for acute psychia Inc services are i naib Equ a it', the need tor additional 

Etipatient pss t bionic beds is unclear Elie Press lent', Now Freedign (it lin- 

a.tilnal on Mental I lealth subcommittee on Acute Care= notes that in 

,nine communities, the shortage of acute care beds has risen to crisis 

proportions. Footmen, budget shortfalls hate reduced funding tor other 

E Essential community mental health servues, consequently increasing the 

demand tor already limited inpatient care as an alternative." this state-
num retlecis the tensions inherent in responding to the prevailing short-

r-te ot inpatient psychiatric beds. Advocates cur persons with mental 

ElMess argue that perceptions of inpatient psychiatric bed shortages are 

'skirted by inadequate funding tor high-quality outpatient treatment and 

community based loons of crisis intervenhon, resulting in unnecessarily 

high, ur aid:nett demand for inpatient psychiatric care. Evidence sup-

ports the behet that COMpreheni,i‘e and appropriately intensive outpa-

tient services provide better health mitcomes than inpatient treatment and 

educe the demand for psychiatric hospita liza 011.2  Many advocates be-

I eve that it ambulatory services were adequately handed and more easily 

aCCCS"dhip, demand ter inpatient psychiatric hospitall/ation would decrease 

and obviate the need for additional inpatient bed capacity. 

Community-based forms of crisis intervention, such as assertive com-

munity treatment and nubile crisis response teams, have been tound to 

be highly ettective and cost-et icient relative to inpatient-based acute 

treatment. Alobile crisis response services are often pmt hied through 

COI labour tiro arrangements between local mental health authorities and 
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police departments. Nfobi le crisis teams include trained mental health pro-
fessionals who can relieve first responders at the call site, evaluate and 
frequently stabilize the person in crisis, and triage to community-based 
services tor tol low-up treatment. Where implemented, mobile crisis re-
sponse has been found to produce lower hospitalization rates than those 
resulting from ED-based interventions" anti to ininimize the amount of 
Due police officers must spend intervening in mental crises.11 Small-scale 
studies have also found acute care services delivered through residential 
programs to be both less costly than and as effective as psychiatric hos-
pitalization.> However, since it is likely that such programs vary con-
siderably in terms of quality and intensity of servict-:, it is difficult to 
generalize t rum available research. 

Alternative farms of crisis intervention and intensive tgapatient treatment 
do not appear to be widely accessible, largely as a result of funding limita-
tions. Reimbursement constraints appear to have hampered the growth or 
comm unity -based ment,il health services capacity. Often, public mental 
health agencies are the only providers of such sentices, and capacity levels 
are subject to budgetary limitations at the state and local level. 

I )cspite these perceptions, capacity levels for alternative forms of crisis 
Intervention have not been well documented. finlike hospital beds, the 
a parities of Community-based crisis intervention modalities are sume- 

•.vhot hard to gauge, very little information on the magnitude or duality 
4 these service otforings is collected nal ianally„i and regulatory oversight 

is veil' limited. I he scope. astting, and protocols of these programs vary 
albstantially, turther complicahng efforts to dm tattp national data. 

ACUTE MENTAL HEALTH SERVICES IN THE 2157 
CENTURY: CRYSTAL BALL 

i inancing and regulatory policies are likely to playa pivotal role in hatin-
g-It ing the capacity at both outpatient and inpatient psychiatric services. 
:fount-110r downstnno in tine sector will likely influence the intimation, 

infant:tat viability. and capacity of the other. Ihit the nature at this dy-
namic is hard to predict. Ideally, policies regarding inpatient and outpa-
ient services would be considered in tandem to recognize this interplay 
Ind achieve a strategic balance of resource investment. 

Impact of Inpatient Psychiatric Facility PPS 

It is unclear whether recent changes to Medicare payment policy tor 

inpatient psychiatric services will compound or mitigate psychiatric bed 
thermos. In January 2005. Medicare began paying tor inpatient psychiat-
ric services on a prospective basis, ending the 22-year ITS exemption that 
kid applied to psychiatric facilities. Efforts to develop a diagnosis-based 
ITS for psychiatric facilities have been fraught with t fiftictilty, leading to 
.1 three-year delay to the October 20112 impleinenta hen deadline set in the 
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lialanced Budget Refinement Act at I liar inany of the same reasons 

that psychiatric services were exempted tram inpatient PPS in 1983. a 

psychiatric patient classification system based solely on diagnosis poorly 

predicts the influence of case mix differences on N5Iriatiim in costs. 

File PPS methodology ultimately developed for inpatient psychiatric 

deal dies (IFF-PPS) set a prospective per diem base payment rate with 

pay meat amounts for each case adjusted tar ta patient characteristics—

age, principal diagnosis  (coded by diagnosis-related group. or 1)1i(G), 

-sheet somorbidities, length of stay (recognizing the higher casts incurred 

in the early days of a psychiatric stay 

and the higher first-day costs associated 

with the operation of a Lull-service 

emergency room). and use at olectro-

,Jmvulsn e therapy—stud (ii) facility 

haracteristics--roral location, teach-

ing status, geographic wage index. 
and cost of Ihinq adiustments for 

Alaska and I lawan. Outlier payments were made as ailable for high-

cost cases. A three-year blended transition period was established, with 

.istap loss provision flaring the transition guaranteeing an average pay 

neat per case no less than /t) percent of the pavinent amount under 

IFF RA (the liquity and Fiscal Responsibility Actor Pa42). Pull um-r- 

ation to the IPF-PPS payment methodology and elimination of stop-

as protections is slated tor 2(10B. 

sere researchers believe that the Irthithimethoslithigy sink. ni it adequately 

-sleet patient diftsirenses that account tor substantial s ariations in the 

•:tuirces needed to provide eltectis e treatment. I he cost or treating 

iv-is-imam: patients is largely a function of the stall time spent assessing, 

lints-hag, guiding, .red monitoring them. Some of ;he patient characteris-

e.: thund to at tea staff time, such as 50.entsi  at diagnosis and degree lit 

'nodal or as:kmhive tendencies, are not retlected in I/RC-based (Iasi:lilt:o-

hms. FM' td•Limple, patients at extreme risk for NITIling themselves or 

(hairs may be subject to seclusion or restraint procedures that require 

• ne-on-one observation from medical shut. Providers that draw more 

nrest-intensive patients may be disadvantaged by this deficiency in 

the payment methodology. 

Psychiatric providers are calltiausly monitoring the effect PI'S on 

an industry that has experienced significant tlustuation in inpatient psy-

chiatric capacity over the past two ileeades. Payment analysts predict 

that the IIT-PPS methodology implemented will likely serve to increase 

the reimbursement levels available to public mental hospitals, but the 

impact on other provider types is less certain. Some worry that the IPF- 

ITS may encourage general hospitals (which tend to have higher aver-

age cost structures than freestanding Facilities) to further reduce inpa- 

tient psychiatric capacity m tavor of more reliably profitable medical 
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Psychiatric providers are cautiously monitoring 
the effect of IPF-PPS on an industry that has 
experienced significant fluctuation in inpatient 
psychiatric capacity over the past two decades. 
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services or to shift beds from specialized units to scatter beds, which 
will not be reimbursed under IPF-PPS. 

Others believe that !PEN'S will not reduce bed supply and could create 
incentives for capacity expansions. While less efficient providers might elimi-
nate psychiatric services, organizations that have developed the expertise 
and economies of scale to deliver psychiatric services in the most efficient 
manner could expend their operations, further ennanCing their tinaneial 
Viability. Concerns have been raised that such expansions might he con-
centrated within tor-profit, free-
:tending hospitals because they have 
Louver cost structures and greater 
ability to target desirable patients. 
such a shift has the potential to in-
smase the overall supply of psychi-

atric beds but reduce access tor the neediest patients. Both Medicaid's !MD 
exclusion and alleged attempts by freestanding facilities to li nit uti liaation 
by the uninsured (for example, by avoiding the requirements of the Emer-
gency Medical Ere:It-talent-and Active I abor Act, or BATA LA, by not offer-
ing ED .ervides) restrict the degree to which low-income patients can List' 
the services ot private, freestanding psychiatric hospitals. 

rho generosity of Medicare payments relative to those ot other insurers 
(mid influence access for non-Medicare patients in unpredictable ways. 
the eX tent to which !PP-PPS effects will he augmented or COO n terbelanced 
by the coverage and reimbursement policies of other insurers is unclear. 
',hilts in providers' relative competitive positions and available capacity 
tv ill affect theirability to negotiate with private payers and influence:Aled-
said payment rates. 

i he impact et I MITS merits on-going attentom from ptilicvmakers. Ale xi i-
are represents a tautly modest share ot revenue for both psychiatric units 
r zeneral hospitals and freestanding psychiatric hospitals (about 70 per-

: m' I lowever, historically changes m Alecticere payment hove had a 
igniticant mtl tience on psychmtric capacity levels. It is too early to know 
t the move 01 prospective payment will hole a positive or negative elicet 

psychiatric bed supply. but some impact is likely. 

bongos in Medicare psychiatric payment policy may ultimately lead to 
dionges to Medicaid policy as well, Some have called for private psychiat-
ric hospitals to be exempted from the INID exclusion to ensure that this 
type ot inpatient psychiatric facility is available to meet the needs of Medic-
aid beneficiaries in the event that alternative placements are unavailable. 
Propose Is to exempt some providers from (or entirely eliminate) the IAID 
exclusion are controversial, given the desire to move away from institu-
tion-based services. Ideally, policy efforts to assess and respond to IPE-PPS 
would also consider changes in the availability of outpatient mental health 
services and the extent to which access to these services is shaping demand 

inpatient psychiatric care. 
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FORECAST FOR OUTPATIENT SERVICES 
lane consumer advocates believe that the best way to address shortages 

of psychiatric beds is to increase the availability of corn prehensive, coin-
inun ity-based services that include crisis intervention capabilities. I low-
ever, such expansions are unlikely if funding streams for these activities 
remain unchanged. Some advocates believe that public and private health 
insurers should be more generous in their coverage and reimbursement 

for mental health services. Policy efforts to achieve parity in health in-
surance coverage for mental health services would likely increase the 
nod ing available tor some types of outpatient mental health services. 

I lowever, even broadly constructed parity requirements will have lim-
ited impilet on the financing available for the many types of mental health 
services that tall outside the traditional merle:at model. 

I lealth insurers do not typically cover the broad range of evidence-based 
..erviees found to support mental health recovery. N tarty of the therapies 
demonstrated to be effective in treating mental illness, such as assertive 
(immunity treatment and mu Insystemic therapy, include a range of inter-
entions that are more closely associated with soda) mpport services than 

he ith medical services. Fbcamples of these son ices include monitoring health 
mauls and treatment compliance through home visits and assisting patients 
to secure housing and employment. Hopes that managed care plans might 
create innovative, patient-focused interventions to better address men-
tal disorders land other types of chronic diseases) generally hay e not 
been met, and insurers find that prevailing financial incentives are not 
:holed to encourage such innovation. the feasibility of managing utili- 
•auon of such services in a tee-tor-service contest is challenging; ad-
ministrators of health plans may be (vary of the adverse risk selection 

-Helmet inherent in providing mental health benefits that are far mare 
emeritus than standard Whitings, 

era I. officials have begun to question the inclusion of sonic of these 
enprehensive services within state kiedicald program.; and are 

,or increased delineation of such bundled services to clarify the appropri-
denessot l ledicaid coverage. Reducing the ederal ma tithing funds avail-
:hie to tinanceoutpa tient mental health would likely lead to a decrease in 
he availability of these services. In light or prevailing outpatient financing 
policies, inpatient psychiatric shortages are not likely to be alleviated by 
expanded outpatient mental health capacity in the near future. 

WILD CARD: BETTER INFORMATION 
Research suggests that psychiatric services are particularly responsive to 
financial incentives." 11,1u ti pie theories have been posited to explain these 
observations, including (i) that psychiatric services are highly inefficient 

and have More Iniportonnies to improve when faced with constrained 
resources; Oil that appropriate treatment approaches are not well defined, 

Consumer advocates 
believe that the best 
way to address short-
ages of psychiatric 
beds is to increase the 
availability of compre-
hensive, community-
based services that in-
clude crisis interven-
tion capabilities. 
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giving providers latitude to change practices to maximize prevailing in-
tentives; and (iii) that undertreatment of psychiatric cases is less visible 
because quality of care is difficult to measure?' All of these explanations 
suggest that better information is needed to guide mental health practice 
and policy. 

the success of future attempts to monitor acute mental health capacity 
levels hull mica lly will require more accurate data en both inpatient- and 
outpatient-based acute mental health services. Information on outpatient 
acute services is particularly difficult to track „is the nature ot these ser-
vices Can vary widely and cnnvenhimaI capacity inetrics have yet to be 
developed. Aleutal health treatment experts believe that untapped op-
portunities to provide more acute care in outpatient settings abound, but 
the circa instances under which outpatient treatment could he substituted 
for inpatient core are not well detined. 

I \perk have called for add ihonal research to develop better methods for 
lassifying levels id acute care and defining the clinical standards and 

protocols appropriate to each level. Such standards would help to guide 

ihe monitoring and assessment or acute capacity levels, regardless of the 
setting in which these services are 'tiered. Improved standards for def M-
ing acide mental health care needs and ser \ ices would be  uschil for a 
much wider variety of purposes, however. \ nod acute care stan-
dards could he used to de \ idop regulatory requirements at the state and 
.oral level, to construct analytic models to forecast the impact ot proposed 
closures or eNpansions of psychiatric facilities, to guide utilization review 
tsffiniques, and to evaluate whether payment incentives are ap- 
,n+priately aligned. 

\ number of otroteffies have also been proposed to unprove the efficiency 
end mai tv of both hospital- and o itinmunity-based acute ca re set \ 
'anent these needed 1111proVilltelltS in clinical practice (such as expanded 
:rat of electronic medical records to facilitate CM1tIntlitV otcare and better 
„ordination among inpatient and outpatient providers to allow tor sea in-
s transitions across care sites) are certainly nit unique to mental health 

o•rviccs. Ifut realizing these improvements within the mental health con-
:est does pose special challenges. I he profound degree of fragmentation 
!mind in these services, as well as heightened serstliyity regarding pa-
tient igffifiClentiality and autonomy of decision making, add a level of com-
plexity that may be difficult to twercome in the absence of more formal 
integration across provider chrganiza Hons. 

the extent to which the delivery of aalte services is complicated by the 

cognitive and behavioral effects of mental disorders can not be underesti-
mated. Some have called tor the expanded use of adVance psychiatric 
directives to facilitate the delivery of acute services. Advance directives 
allowpatients to both establish treatment preferences and authorize des-
ignated persons to make treatment decisions on their behalf in advance 
ut crises during which their mental competency may be compromised. 
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these treatment planning efforts could address some of the legal and 
logistical hurdles that undermine the efficiency and effectiveness of acute 
mental health services. 

(letter information on both preferred and prevailing acute mental health 
practices, combined with well-calibrated financial incentives, has the po-
tential to shape provider practices and encourage stra epic decisions rL 
girding service otterings and capacity levels that are advantageous for 
both treatment facilities and the communities they serve. But the inter-
play of these various incentives and best-practice reCOMmendations—and 

the relative power of each —continue to evolve, making predictions re-
garding future capacity levels very -;pecutative. 

CONCLUSION 

Ideally, mental health crises would be averted entirely. But they do occur 
And require e Ifeebye interventions to mitigate their consequences. the 

%turd "nisi s" is almost synonymous with terrible outcomes character-
ized by a devastating lost; of control and an unanticipated disruption to 
the natural order of things. Vet, "crisis" is actually dent ed from the Greek 
word meaning "decision." Mental health crises have the potential to he 
turning points that lead to recovery it appnwriate decisions are Made 

and response plans arc in place. 

the probability it positive outcomes is greatly enhanced by supportive 
acute mental health services. rolicbmakers tace a number of difficult dm 
isionY In attempting to redirect the mental health sir stem away Crum t El -

1 ..-Orittilted are toward a system that optimizes consumer health and 
inchonality. litfur Is to build a 11101-42 Mb1.11-L itereetelitV11;1.444 ed system 14 i tI 

1c , (mine believe that the -old" tystibn serves as a crutch, 
;etamils investments in new approaches. Other; believe that stabilizing 
oranent pse chiatric bed capacity in the short-term is crucial, given that a 
tunimmity•based infrastructure may take n me to develop. the degree of 

r lereentaliocl inmental health SCLViLL`SCX/liel hates these tenstens and stig-
wists that the transition to a community-based model scull nor be seamless. 
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Frontier 
Health 24/7 Crisis Services 

for Northeast Tennessee and Southwest Virginia 

24-Hour Helplines: 

In Tennessee: 877-928-9062 

In Virginia Lee 276-346.3590 

Scott 276-225-0976 

Wise 276-523-8300 

GET HELP LOCATIONS SERVICES CAREERS PH.D. INTERN NEWS & EVENTS EAP ABOUT US 

Regional Map 
Filter County: Show Al J Filter Zip: Enter Zip.. 
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OFron tier 

 

HOME SERVICE GLADE mess DONATE 

24/7 Crisis Services 
for Northeast Tennessee and Southwest Virginia 

 

24-Hour Helplines: 
In Tennessee: 67T-928-9062 
In Virginia: Lee 276-348-3590 

Scott 276-225-0976 
Wise 2713-523-8300 

      

EAP ABOUT US GET HELP LOCATIONS SERVICES CAREERS PH D. INTERN NEWS & EVENTS 

Outpatient Resources 
Tennessee Outpatient Facilities 
Therapists assist people with mental health, substance abuse, and co-occurring substance abuse 
problems, including depression. anxiety. mood and thought disorders through individual, group and 

family sessions. You begin treatment with a clinical assessment to determine the level of services 
needed. Services include 24/7 crisis hot line, psychiatric, medication evaluation and case management. 

Click on program name for mole information 

Outpatient Services, Adults 
• Church Street Pavilion 

• Holston Counseling 

• Tennessee Community Support 

Outpatient Services, Children and Youth 
Adventure Program 

• Holston Children & Youth 

Outpatient Services, All Ages 
i3ristol Regional Counseling Center 

Charlotte Taylor Center 

Erwin Mental Health Center 

Hancock County MOIlldf Health 

Hawkins County Mental Health 

• Jonnson County Counseling Center 

Nolachuckey-Holston Area Mental Health 

Watauga Behavioral Health 

Virginia Outpatient Facilities 
Therapists assist people with mental health, substance abuse, and co-occurring substance abuse 
problems. including depression. anxiety, mood and thought disorders through individual, group and 
family sessions. You begin treatment with a clinical assessment to determine the level of services 
needed. Services include 24/7 crisis hot line. psychiatric, medication evaluation and case management. 

Click on program name for more information 

Outpatient Services, Children and Youth 
• Wise County Children & Youth Services 

Outpatient Services, All Ages 
• Lee County Behavioral Health 

• Scott County Behavioral Health 

• Wise County Behavioral Health 

If you need additional assistance in Spanish, please contact our Interpreter at 423-467-3726. 

Interpreting Services offered by Frontier Health are free. 

EXHIBI./301) s- 
• 

r21-0  
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htto://www.frontierhealth.ore/outnatient-list.nhn 7 /-) 011n 1 

SBH-KINGSPORT 002406 SBH-KINGSPORT 002406



SBH-KINGSPORT 002407 SBH-KINGSPORT 002407



Schedule Description Page Number 
A. Identification 2 
B. Classification 3 
C. Accreditations and Approvals 5 
D. Services 6 
E. Financial Data 18 
F. Beds and Bassinets 22 
G. Utilization 24 
H. Psychiatric, Chemical Dependency 32 
I. Emergency Department 36 
J. Personnel 39 
K. Medical Staff 40 
L. Perinatal 41 
M. Nursing Survey 42 
N. Health Care Plans 43 

1 
PH-0958 (Rev. 06/14) RDA 1530 

R
  

S
B

H
-
K

I
N

G
S

P
 

 

E
f7

9
T

O
O
-

V
H

S
N

  

TENNESSEE DEPARTMENT OF HEALTH 
Health Statistics 

2nd Floor, Andrew Johnson Tower 
710 James Robertson Parkway 

Nashville, TN 37243 
Telephone: (615) 741-1954 - Fax: (615) 253-1688 

JOINT ANNUAL REPORT OF HOSPITALS 

2014 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
4
0
8



6
0

 4
2

  0
 0
 T
R

  
P
  
N
I
K
-
H
B
  

”
9
T

0
0
-
If

H
S

W
 

State ID .91/41_1. 

TENNESSEE DEPARTMENT OF HEALTH 
JOINT ANNUAL REPORT OF HOSPITALS 

2014 

SCHEDULE A- IDENTIFICATION' 

Federal 
1. Name of Hospital Mcedridne,Pavadatrictiosnital Tax i.D. # 

Did your facility name change during the reporting period? (:) YES NO 
County -Washington_. 

2. Address of Street _463.5Lem9fE1aredinEna,d_____ 
Facility City .19linficarr1fi,-------- State Tennessee ..3za446_____. 

3. Telephone Number .L424) 928-7111  
Area Code Number 

4. Name of Chief Executive Officer la_ .Whit 
F 

Signature of Chief Executive 0 

5. Name of person(s) coordinating form completion 1  Lakert_Eritz_ 
Telephone Number ff different than above 14231 102-3164  

Area Code Number 

6. Office Use Only 

7. Reporting period used for this facility: 
Beginning _07/01/7013, Ending _06#30,(2.01A 
Date Date 

8. ___365,  Office Use Only 

9. Does your hospital own or operate or have other hospitals licensed as satellites of your hospital? ® YES O. NO 
If yes, please complete the following. 

NAME OF HOSPITAL STATE ID SATELLITE OWN OPERATE OWN AND OPERATE 

1 a 4 © 0 
2 I. 5-1. • 

e 
3 

3 
3. e 
r. .3 

03 
03 
3 

a 
4 

a 3 3 3 

2 
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SCHEDULE B -CLASSIFICATION' State ID ,poga 

CONTROL 
A. Indicate the type of organization that is responsible for establishing policy for overall operation of the hasp 

1. Government-Non-Federal Z Government-Federal 3 NonnovernmentaTnot-ronorofit 4 Investor-owned) foryorot 

0 11 State 0 17 Armed Forces 0 20 Church-operated C) 23 Individual 

C) 12 County C) IS Veterans Admin. C) 21 Other Nonprofit Corporation C 24 Partnership 

0 13 City 
0 14 City-County 

0 19 Other, please 
specify 

0 22 Other not-for-profit, 
please specify 

25 Corporation 

0 15 Hospital district 
or authority 

itel 

B. Is the hospital part of a health system? ® YES 0 NO 

If yes, please provide the name and location of the health system. 

Name mounkainaes H.A0 dglIESOODTIT—__ 

C. Does the controlling organization lease the physical properly from the owner(s) of the hospital? 0 YES 

D. What Is the name of the legal entity that owns and has title to the land end physical plant of the hospital? 

Mountain Steal:leap Manes

E.  E. Is the hospital a division of a holding company? Q YES 0 NO 

F. Does the hospital Itself operate subsidiary corporations? OYES ® 140 

G. Is the hospital managed under contract? 0 YES C) NO If YES, length of contract From 

Eyes, please provide name,  city, and state at the organization that manages the hospital. 

Name City 

Name City  

State Tennessee 

® NO 

To 

Elsie 
State 

H. Is the hospital part of a health care alliance? Q. YES 0 NO (see definition of affiance) 

Eyes, please provide the name, city, and state of the alliance headquarters. 

Name 
Name

— City .Sien..gieSIO_ 
City 

State California 

State 

I. Is the hospital part of a health network? 0 YES 0 NO (see definition of nehyork) 

If yes, please provide the the name, city, and state of the network. 

Name SISEFILain—Sdatethedilth AbflePlat.---- 
Name City  

State Tennessee 
State 

2. SERVICE' 
A. Indicate the ONE category that BEST desc your hospital.  

0
 1
  4
2
 0
 0
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R
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I
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0 01 General medical and surgical 0 07 Rehabilitation 

0 08 Orthopedic o 02 PediatriC 
® 03 Psychiatric 0 00  Chronic disease 

0 04 Tuberculosis and other respiratory diseases 0 10 Alcoholism and other chemical dependency 

0 05 Obstetrics and gynecology 0 11 Long term acute care 

0 06 Eye, ear, nose and throat 0 12 Other-specifylreahnent area 
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SCHEDULE B- CLASSIFICATION (continued)' State ID sigAii. 

B. Does your hospital own or have a contract with any of the following? 

1. Independent Practice Association 
2. Group Practice Without Walls 
3. Open Panel Physician-Hospital Organization (PHO) 
4. Closed Panel Physician-Hospital Organization (PHO) 
5. Management Services Organization (MSO) 
6. Integrated Salary Model 
7. Equity Model 
8. Foundation  

(1) Yes (2) No 

0 

0 

0 
C) 

Specify one: 
1) Own 2) Contract 

0 
C!) 
0 

Number of 
Physicians 

FTE 
Physicians 

LW. 

558. 
® a nn 

E 0_ — _Si/ 
0 

0 CIO 0- 
0 5i,  0 _ _Dirl 

0 
&
M

D
 0

 ®
Ci 

3. Have any of the following insurance products been developed for use in Tennessee by your hospital, health system, health network 
alliance or as a joint venture with an insurer? 
Check all that apply. 

Joint Venture 
Health Network (4) Alliance (5) With Insurer 
jj (4) IA (5) 

ag (4) (5) Pfli 
Di (4) 9 (5) 

4. Does your hospital have a formal written contract that specifies the obligations of each party with: 
A. Health Maintenance Organization (HMO)? ® YES O  NO 

1. How many do you contract with? a  
2. Number of different contracts 

B. Preferred Provider Organization (PPG)? Q. YES 0 NO 
1. How many do you contract with? ,.  
2. Number of different contracts a 

6. What percentage of the hospitals net patient revenue is paid on a capitated basis? 
If the hospital does not participate in any capitated arrangement, please enter 'YE. _an 

6. How many covered lives are In your capitation agreements? 

Your 
(1) Hospital (2) Health System (3) 

A. Health Maintenance Organization (1) oE (2) al (3) 
B. Preferred Provider Organization (1) E (2) f? (3) 
C. Indemnity Fee For Service Plan (1) E (2) RI (3) 
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SCHEDULE C- ACCREDITATIONS AND APPROVALS* State ID ,B0411. 

1. ACCREDITATIONS: 

A. Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 
letter or survey ......._04(02(2012. OYES ONO Date of most recent accrediting 

If Yes, Is the hospital accredited under either/both of the following manuals: 
1. Comprehensive Accreditation Manual for Hospitals (CAMH) OYES ONO 
2. Comprehensive Accreditation Manual for Behavioral Health Care (CAMBHC) OYES O. 
3. Other manuals, please specify 

B. Commission on Accreditation of Rehabilitation Facilities (CARE) 
Dale of most recent accrediting letter or survey OYES @NO 

C. Amedcan College of Surgeons Commission on Cancer OYES C)NO 
D. American Osteopathic Association (AOA)  OYES @NO 
E. 70V Healthcare Specialists OYES ONO  
F. Community Health Accreditation Program (CHAP) OYES @NO 

2. CERTIFICATIONS: 

Medicare Certification @YES ONO 

3. OTHER: 

A. THA Membership @YES ONO 
B. Hospital Alliance of Tennessee, Inc. Membership @YES ONO 
C. American Hospital Association Membership @YES ONO 
D. American Medical Association Approval for Residencies (and Internships) @YES ONO 
E. State Approved School of Nursing: 

Registered Nurses OYES O. 
Licensed Practical Nurses OYES @NO 

F. Medical School Affiliation 
°OYYEESS cti‘INO0 G. Tennessee Association of Public and Teaching Hospitals (TNPath) 

H. National Association of Children's Hospitals and Related Institutions (NACHRI) OYES @NO 
I. National Association of Public Hospitals (NAPH) OYES @NO 
J. Other, please specify 

Field is limited to 255 characters 
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SCHEDULE D - SERVICES* State ID .04,11, 

1. CERTIFICATE OF NEED: 

Do you have an approved, but not completed,certificate of need (CON) ? C) YES 
If yes, please specify: 

Name of Service or Activity Requiring the CON 

a NO 

    

# of Beds (if applicable) Date of Approval 

         

     

IL 

  

       

         

         

2. Does your hospital own or operate Tennessee physician primary care clinics? 0 YES 12; NO If yes, how many? __a 

How many physicians practice In these clinics? n  

3. Does your hospital own or operate other physician/specially clinics located in Tennessee? 0 YES rya NO If yes, how many? .O, 

How many physicians practice in these clinics? 

4. Does your hospital own or operate a blood bank? 0 YES 0 NO 
If yes, please indicate: 

A. Distributes blood within the hospital 5 YES a NO 
B. CoHects blood within the hospital 5 YES 5 NO 
C. Distributes blood outside the hospital 5 YES 5 NO 
D. Collects blood from outside the hospital 5 YES a NO 

5. Does your hospital own or operate an ambulance service? C YES a NO 
If yes, please specify the counties where services are located. 

Please specify the type of service and ownership relationship: 

A. Land Transport a YES NO If yes, a own; Q operate; ® own and operate; O own in joint venture 
B. Helicopter 0 YES 0 NO If yes, ® own; ® operate; 53  own and operate; ® own in joint venture 

C. Special Neonatal Helicopter ® YES U  NO If yes. a own; CO operate: 15 own and operate; 0 own in joint venture 

D. Special Neonatal Land Transport a YES a) NO if yes, a own; OD operate; ea own and operate; .0 own In joint venture 
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Name of Center County City 

PH-0958 (Rev. 06/14) • Refer to Instructions for Completing JAR-H_14 

@own ®operate (Down and operate ©own in joint venture 
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SCHEDULED- SERVICES (continued)* State ID m411, 

6. Does your hospital own or operate an off-site outpatlentlambulatory clinic located in Tennessee? OYES fa NO 
If yes, please complete the following. 

/-own @operate Gown and operate (p, own In joint venture 
Name of Clinic County City 

--....---...—.—......_,------ @own @operate (own and operate Cowlin joint venture 
Name of Clinic County City 

7. Does your hospital own or operate an off-site ambulatory surgical treatment center located in Tennessee? 0 YES @ NO 
If yes, please complete the following. 

(a)own @operate Town and operate ®own in joint venture 
Name of Center county City 

Name of Center County City 

8 Does your hospital own or operate en off-site birthing center located in Tennessee? OYES ENO 
If yes, please complete the following. 

®own @operate ®own and operate @own in joint venture 

Name of Center 

Name or Center County City 

g. Does your hospital own or operate en off-ete outpatient diagnostic center located In Tennessee? 
If yes. please complete the following. 

_  ®own @operate @own and operate @own 'nide' venture 

(')own @operate ®own end operate @own in joint venture 

OYES (i) NO 

Gown @operate (down and operate ®own in joint venture 

County City 

Name of Center County City 

®own @operate @own and operate @own in joint venture 
Name of Center County City 

10. Does your hospital own or operate an off-site outpatient physical therapy rehab center located in Tennessee? 0 YES ® NO 
It yes, please complete the following. 

(Down @, operate @own and operate ()MI in joint venture 
Name of Center County City 
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SCHEDULED-SERVICES (continued)* State ID 

11. Does your hospital own or operate a hospice that has a separate license located in Tennessee? 0 YES ®ENO  
R yes, please complete the following. 

@own 

Name of Hospice County i City 

 @own 

Name of Hospice County City 

12. Does your hospital own or operate an off-site assisted-care living facility located in Tennessee? 0 YES @ NO 

If yes, please complete the following. 

Name of Facility County City 

@operate gown and operate @own in joint venture 

@operate @awn and operate ( .own in joint venture 

Gown °operate f33own and operate Goan In joint venture 

@own @operate @own and operate Gown in joint venture 

Name of Facility County City 

13. Does your hospital own or operate a home for the aged located in Tennessee? 0 YES @ NO 

If yes, please complete-the following. 

Name of Home County City  

MA @operate @own and operate @own in joint venture 

  

Down 0 operate cl.own and operate @own in joint venture ----- 
Name of Home County City 

14. Does your hospital own or operate an urgent care center? 0 YES @ NO 

If yes, please complete the following.  

      

-- @own @operate @own and operate @own in joint venture 

City Name of Center 

  

County 

 

Gown @operate @own and operate @own in joint venture 

  

Name of Center County City 

15. Does your hospital own or operate a home health agency? 0 YES @ NO 

If yes, please complete the fallowing. 

Name Of Agency: Name of Agency: 

Location of Agency: City rvW,, , County Location of Agency: City  County 

Number of Visits  Number of Visits  

@own @operate @own and operate Down in joint venture @own @operate Gown and operate gown In joint venture 

PH-0958 (Rev. 06/14) ' Refer to Instructions for Completing JAR-H14 
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SCHEDULED- SERVICES (continued)* Slate ID 2Q41t 

IS. Does your hospital own or operate an °inane nursing home located in Tennessee? 0 YES @ NO 
If yes, please complete the following. 

.— Gown @operate @own and operate Or own in joint venture 
Name of Home County ' City 

Number of Beds - Total 0 tir Medicare only (SNF) ____ + Medicaid only (NF) -I- Medicare/Medicaid (SNF/NF) * Not Certified 

_ _ _____ gown [operate @own and operate Gown In joint venture —  
County Mama of Home City 

Number of Beds . Total __,,,g_ a Medicare only (SNP) _ * Medicaid only (NT)  rt Medicare/Medicaid (SNF/NF) _ + Not Dangled 

17. Does your hospital operate a hospital-based skilled nursing unit (subacute unit) licensee as a nursing home for skilled 
nursing care (excluding swing beds)? 0 YES Q. NO If yes. please complete the following. 

Name of SNF Number of Licensed Beds Number of Staffed Beds 

Number of Admissions Number of Patient Days 

18. Does your hospital own, operate, or contract a mobile unit that operates in Tennessee? 0 YES 
If yes, specify name(s) and whether owned, operated, or contracted. 

A. List mobile services: 

0 NO 

I @contract Gown Separate  0010 and operate @own in joint venture # of visits 
2 @contract — Gown @operate Gown and operate Town in joint venture # of visits 
3 @contract @own @operate @own and operate Erg own in joint venture  # of visits 
4 @contract @own (ti)operate gown and operate @own in joint venture J  # of vises 
5 @contract Gown @operate Down and operate @own in joint venture # of visits _ 
6 @contract @own @operate Gown and operate Gown In joint ventum # of visits 

B. List counties served (wham you take the service): 
List counties for service 1 in WA on line 1, for service 2 on line 1, etc. 
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SCHEDULE D - SERVICES (continued)* State ID .91:41k 

19. HOSPITAL-BASED SERVICES (See Explanation): 

Is This Sery 
In Your Hospital? 
YES 

ce Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 0,  Procedures __ft Procedures ___Q 

0 
Procedures _ fk Procedures ___Q_ 

Procedures _Q. 
Procedures a, Procedures _  n  

0 C9 Patients _, j3, Patients __ Q 
Treatments _ _ Q Treatments ___—A 

0 0 Patients ____Q. Patients _0 
Treatments __ a Treatments ___Q, 

0 0 Patients _____Q Patients .___1 
Encounters __..,_Q 

0 Q. Treatments ,_ fit Treatments _ a 

0 C) 
Patients f) Patients _____Q 
Treatments -__ 0̀, Treatments ___Q, 

Utilization of Selected Services 

A. Miscellaneous: 

LIthotripsy 

Percutaneous 

Extracorporeal Shack Wave 
if fixed units inside hospital 
if fixed units off site _9, 
# of mobile units a 

# days per week (mobile units) 

Renal Dialysis 
# of dedicated stations 

Hemo Dialysis 

Peritoneal Dialysis 

B. Oncologyffherapies: 

Chemotherapy 

Hyperthermia 

Radiation Therapy-Megavottage 
# fixed units Inside hospital ___fit 

# fixed units off site _Q. 
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SCHEDULE D - SERVICES (con 'need)* State ID ,00441, 

Utilization of Selected Services 

C. Radiology: 

Computerized Tomographic 
Scanners CT/CAT 

tt fixed units inside hospital 
# fixed wets off site 0 
# of mobile units __Q; 

# days per week (mobile units) _0_ 

Ultrafast CT 
# fixed units inside hospital __M. 
# fixed units off site __ 
# of mobile units 0  

# days per week (mobile units) 

Magnetic Resonance Imaging 
# fixed units inside hospital 0. 
# fixed units off site if 
# of mobile units 0  

# days per week (mobile units) 

Nuclear Medicine 

Radium Therapy 

Isotope Therapy 

Positron Emission Tomography 
tt fixed units inside hospital __,Q 
# feed units off site 
# of mobile units 1L 

# days per week (mobile units) __CL 

Mammography 
it of ACR accredited units  
# other fixed units inside hospital 1L 
# other fixed units off site , _171, 
# of mobile units  

tt days per week (mobile units) Q. 

Bone Denshomelry 
# of units 0  

Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 (14 Patients _______a.  Visits 
Procedures 0 Procedures ,15 

Procedures ____ „tpi  
Procedures a Procedures __CL 

0 CM' Patients a Visits 
Procedures ,,,,,, _. Procedures si 

Procedures (1 
Procedures _____0, Procedures __A 

0 CM 
Procedures Q Procedures 

Procedures 
_0, 

0 __ 
Procedures a Procedures  

0 O. Procedures 0 Procedures a 

0 O. Procedures a Procedures ___Q 

0 (.# Procedures ., _,/), Procedures _____0, 

0 
Procedures 0 Procedures 0 i, 

Procedures 0 .._ 
Procedures 3  Procedures __ sti  

0 ® Procedures ,_____0, Procedures st,  

0 Tiff) Procedures ft Procedures  

11 
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Open Heart Surgery 
ft dedicated O.R.'s 

E. Surgery: 

Inpatient 
4 operating rooms 

Outpatient (one day) 
# dedicated alft.'s 

F. Rehabilitation: 

Cardiac 

PH-0958 (Rev. 06114) 
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SCHEDULE D - SERVICES (confirmed)* State ID 904tt 

Note: Pediatric patients should be defined as patients 14 years old and younger. 

Is This Service 
In Your Hospital? 
YES 

Provided 

NO 

In Calh Lab Setting Outside Cath Lab Setting 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 (4) Adult Procedures _ ...,....S. Adult Procedures __D 
Pediatric Procedures ,-___„___a Pediatric Procedures __A 

0 (e) Adult Procedures __a Adult Procedures __a 
Pediatric Procedures A Pediatric Procedures 0 

0 ®b Adult Procedures _____11 Adult Procedures __ 0. 
Pediatric Procedures il Pediatric Procedures 0. 

C) cit) Adult Procedures ..__„„__0. Adult Procedures 41 
Pediatric Procedures p Pediatric Procedures _p 

0 Q. Adult Procedures _ Q Adult Procedures 
Pediatric Procedures __ 0 Pediatric Procedures _O 

0 0, Adult Procedures 0 _ Adult Procedures 1) 
Pediatric Procedures ____O, 

To Inpatients 

Pediatric Procedures _ __13, 

To Outpatients 

0 Q. Adult Operations —O. 

0 ® 

Pediatric Operations ____0, 

Encounters —__0. 
Procedures 

0 0 Encounters a 
Procedures 

0 0 Patients a Patients ft 

12 
'Refer to Instructions for Completing JAR-H 14 RDA 1630 

Utilisation of Selectedffiandfies 

D. Cardiac: 

Cardiac Catheterization 
Date Initiated 
#labs -,__0, 

Intro-Cardiac or Coronary Artery 

Percutaneous Translummal 
Coronary Angioplasty 

Stents 

All Other Heart Procedures 

All Other Non-Cardiac Procedures 

Thrombolyttc Therapy 
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SCHEDULE D - SERVICES (continued)` State ID g0.4i 

Is This Senice 
In Your Hospital? 
YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

(4) Patients ______-0 Patients ______a 
Episodes of Care ____D, 

0 ® Patients a Patients 0 
___Q. Episodes of Care 

0 Ea) Patients a Patients _______0, 
Episodes of Care ______Q. 

0 ® Patients ..0: Patients 
Episodes of Care .._,_,_„g 

0 ® Patients o Patients .0. 
_____Q, Episodes of Care 

0 0 Patients _,._._,_ _0 Patients 0. 
Episodes of Care n. 

0 0 Patients _ n Patients 
Episodes of Care a 

0 ® Patients 0 Patients a 
a Episodes of Care 

0 O. Patients 0. ....._ Patients 
Episodes of Care ft 

oftiSelected Services 

F. Rehabilitation (continued): 

Chemical Dependency 

Nutritional Counseling 

Pulmonary 

G. Physical Rehabilitation: 

Occupational Therapy 

Orthotic Services 

Physical Therapy 

Prosthetic Services.  

Speech/Language Therapy 

Therapeutic Recreational Service 
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Do you have a dedicated inpatient physical rehabilitation un ? 0 YES @ NO 

If yes, please complete the following. Numbe of assigned beds __a Number of admissions Number of pat nt days _ _0_ 

Do you have a dedicated outpatient physical rehabilitation unit? 0 YES @ NO 

0 Patients Patients _a 

13 
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SCHEDULE D - SERVICES (continued)* State ID $0411. 

Is This SeiMce 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients 
Unit of 

Measure Number 

To Outpatients 
Unit of 

Measure Number 

0
 0
 
0

 
0

0
  
0
 0
 0
 0

 0
 

Cie 

t'S 

ria 

0 

® 

® 

fie 

r.) 

Q. 

® 

® 

Deliveries 

Deliveries 

Deliveries 

Patients 

Infants Discharged 
Patient Days 

Infants Discharged 
Patient Days 

Patient Days 

a 

Visits _0_ ___CI 

_0_ 
.____D. 

.. ..... __D. 
St 

____st 

Utilization of Selected Services  

i. Obstetrics/Newborn: 

Obstetrics Level of Care 

Level I 

Level II 

Level III 

Cesarean Section Deliveries 

Non C-Section Deliveries 

Birthing Rooms 
# rooms 
# LDRP beds 
# LDR beds 

Labor Rooms 
# rooms 0_ 

Postpartum Services 
# beds _,_-11, 

Newborn Nursery 
# bassinets 0. 

Premature Nursery 
# bassinets 

Isolation Nursery 
# bassinets a 
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SCHEDULE D - SERVICES (continued)* State ID satil 

PH-0958 (Rev 06/14) 

Is This Service 
In Your Hospital? 
YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0
0
0
 0

  0
 0

 0
 0

  0
0
0
0
 0

  
0
 0

  0
 
0

 
0

 
0

 

Donors 0 
Q. Donations _______11 
@ Transplants 
69 Organs 

I@ # Harvested _ _a 
a Transplanted _ a 

ii) a Harvested a 
it Transplanted ___0, 

® It Harvested _a. 
a Transplanted _____0- 

@ tt Harvested 0. 
a Transplanted __11 

@ it Harvested n 
4 Transplanted ____0.  

® # Harvested ___ a 
tt Transplanted ____ft, 

Donors _0 
@ Donations a 
@ Transplants a 
@ Tissues .o. 

@ ii Harvested ___fti  
a Transplanted ,i6 a Transplanted ____49 

V1.1  It Harvested ___it  
# Transplanted 0 //Transplanted __A 

@ 
a Transplanted a a Transplanted 0 _ 

Q. tt Harvested ___ a 
a Transplanted _____a itTransplanted _ __1).  

CI) it Harvested _igi  
a Transplanted _.._a ii Transplanted 11 

@ tt Harvested W, 0 
*Transplanted ___.0, a Transplanted ____6 

0* It Harvested _____Q 
# Transplanted ,_.._Q t/ Transplanted ft 

15 
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Utilization of Selected Services 

J. Transplants: 
Organs 

Total Donors 
Total Harvested 
Transplants 
Organ Bank 

Type of Organ: 
Heart 

Liver 

Kidneys 

Pancreas 

Intestine 

Any Other  

Tissues 
Total Donors 
Total Harvested 
Transplants 
Tissue Bank 

Type of Tissue: 
Eye 

Bane 

Bane Marrow 

Connective 

Cardiovascular 

Stem Cell 

Other 
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SCHEDULE D - SERVICES (continued)* State ID suit 

Is This Seridce 
In Your 
YES 

Provided 
Hospital? 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0
0
0
 o
o
d

o
0

0
0

0
0

0
 O

 0
 o 

Vii Patients _____0, 

0 Patients __._._.._A. Patients __a 
Q. Patients .._____.o. Patients 

01  Patients Q. Patients 
Patient Days a. _ 

0 Patients 
Patient Days _ _a 

Ck) Patients ___ft 
Patient Days _____0., 

Q. Patients a 
Patient Days _ 8 

Q. Patients _____8 
Patient Days _____.1) 

@ Patients 0, 
Patient Days _ _.,0, 

(4) Patients a 
Patient Days _.._.. a. 

G9 Patients 0 
Patient Days _ _ il 

® Patients 
Patient Days .___a 

Q. Patients _____.{). 
Patient Days _____8 

CI) Patients n 
Patient Days ___0. 

94 Patients _0, 
Patient Days ___,0_ 

Q. Patients ___ft 
Patient Days ______0. 

@ Patients a. 
Patient Days _,__D- 

Utilization of Seleated Services 

K. Other 

Hyperbaric Oxygen Therapy 

Gamma Knife 

CyberknIfe 

L. Intensive/Intermediate:  

Burn Care Unit # beds a 

Cardiac Care Unit It beds da 

Medical Intensive Care Unit* beds a 

Mixed Intensive Care Unit # beds _st, 

Neonatal Level of Care 
{Indicate highest level of care.) 

Level I # beds 

Level 11 A 4 beds 

Level II 8 # beds _8.  

Level Ill A if beds ___8{  

Level Ill B# beds D. 

Level III C # beds 0  

Pediatric Care Unit # beds _ft 

Stepdown ICU # beds 8 

Stepdown CCU # beds 

Surgical Intensive Care Unit # beds ft 
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SCHEDULE - SERVICES Icontinu State ID win 
Is This Service 

In Your 

YES 

Provided 
lospital? 

NO 

To inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 CW Patients 

Patient Days a 
0 C.D. Patients 

Patient Days 
0 
o_ 

0 ES Patients 

(4) CD Patients  116 

0 ® Patients 
Treatments 

„„__O, 
o 

Patients 

Treatments 
D 

0 re's Patients t Patients ---4. 
Treatments o_ Treatments —a 

0 (W 

Outpatients 

Utilization of Selected Sandra- 

L. (continued): 

Other, specify 
Number of beds 0, 

Other, specify 

Number of beds 0 

NI. Psychiatric Partial Hospitalisation 

N. Psychiatric Intensive Outpatient Care 

0. Electroconvulsive Treatment 

P. Other Convulsive Treatment 

C. Negative Pressure Ventilated Room 

If yes, number of beds 0_ 

R. 23 Hour Observation 0 YES Ci) NO 

S. Cancer Patients! 

1. How many patients were diagnosed with cancer at your facility during this reporting period? o 

2. How many patients were both diagnosed and provided the first course of treatment for cancer at your facility during this reporting period? 

3. How many patients were diagnosed elsewhere but provided the first course of treatment at your facility during this reporting period? 

4
2
4
2

T
R
  
P
  
N
I
K
-
H
B
  

6
g9

T
0

0-
V

H
SW

 

PH-0958 (Rev. 06/14) Refer to Instructions for Completing JAR-H_14 
17 

ROA 1530 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
4
2
4



2
4
2

T
R
  
P
  
N
I
K
-
H
B
  

0
9

9T
00

-V
H

SN
 

SCHEDULE E- FINANCIAL DATA' State ID 9p4ii 
Dates 0:Ware(' from _471121i21111g380-. to _.91314. Use zeros where applicable. On not leave Mani( lines in this schedule.
A.  CHARGES (For reporting period only. Do not include revenue related losses; round to the nearest dollar.) 

Government  
a) Medicare Inpatient- Total (include managed care) 

1) Medicare Managed Care- Inpatlent 
b) Medicare Outpatient- Total (include managed care) 

1) Medicare Managed Care -Outpatient 
c) MedicaldffennCare Inpatient (for EAR use 7.b.2.) 
d) hledicald/TennCere Outpatient' (for EAH use 7.034 
e) Other 
0 Total Government Sources 

" see instructions 2 Cover Tennessee 

a) Cover TN 
b) Cover Kids 
c) Access Tennessee 
d) Total Cover Tennessee 

3. apngovernMen(  
a) Self-Pay 
b) Dies Cross Blue Shield 
c) Commercial Insurers (excludes Workers Comp) 
d) Workers Compensation 
e) Other 
f) Total Nongoyernment Sources 

4. TISS 
a) Total Inpatient (excludes Newborn) 
b) Newborns 
o) Total Inpatient (includes Neva:torn) (A4a + A4b) 
di Total Outpatient 

Red DM 

e) Grand Total 

A

(Alf 4 A2d + A30 

a) Medicare Enrollees 
b) Other Government 
0) Cover Tennessee $0  
d) Blue Cross and Commercially Insured Patients _$_4M) 323. 
e) All Other _--137447$. 
6 Total Bad Debt 

3$14,424.  
Nonoovemment and CoVer Tennessee Adiustrnente to Charge  
a) Nongovemment Contractual _$1t

i255gL,04 to uninsured patients $20.276
1.: Amount aidiscounts provided 

b) Cover Tennessee Contractual 
M Charily Care -Inpatient __$19.383,y21$.  
d) Charity Care - Outpatient .----$10.1.92. ___$_19-914.344. 415 423231 
e) Other Adjustments, specify types Total Charity plus Sad Debt 
6 Total Nongoyernment Adjustments ___t2ta  2574,5

31 

i_ 

 Total
( ‘6c 

 Chants 
) (AM + A6c + A6d) 

PH-0958 (Rev. 06/14) • Refer to Instructions for Completing JAR-I-1_14 
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Gross Patient 
Charges minus 

- 
- 
- 
- 

Adjustments 
To Charges equals 

= 
= 

Net Patient 
Revenue_ 

--$4,3$$.140. 
--__.$.1_.:

1
1
7
,1

494,
- 

---$F..inS_ 

$.1.1241_691 ___113,334..193 
___3U3QL935. 613442d69 

$.1B.Q11 
---$.1,7.55.§1.9_ 

 S4 037 743 

- 
- 
- $2,,5:$8::.eleti:  

_____390,123. 
$983 

___-$1.43.9.9$34. 
_ $24 141 414, - $11.&47244. a  - 

__$24 81.7 - $10-$. = 

864:

0

3

g

:

4

0

.6

. 

___..--$&_12-12 
__$.33.32.0. a 

....-__5$3351:::".. lw  
a = 

--$351895. = v _,$120793 

7a _$;49 793 .._.$M a __-3i(311. 
 31.$44,931. ----$1,1832173. = $7133215 
_NSW_ - --2070/11$ a --$2.392,999. 

$31 733 . 

___Rzzlos __-$3_3.332.43t Si 391,39.3_ _ 
22511a$1 $14_1131142 

8519.35.028. 
Si 

_33.0„.$39,ga - ..._$42.,263,zra _IALOtklal 
5608 944 - $30428$ $302.65/ 

_$.83291 068 - ___$.97.80M32. , $11 163 9$7 

--MAKI.  
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SCHEDULE E- FINANCIAL DATA (conftnued)* State ID Mill, 

B. EXPENSES (for the reporting period only; round to the nearest dollar) A. CHARGES (continued) 

7. Other Operating Revenue 

a) Tax appropriations  
b) State and Local government contributions: 

1) Amount designated to offset indigent care .. 
2) Essential Access Hospital (EAR) payments .. 

3) Critical Access Hospital (CAR) payments . _EL 
4) Amount used for other  
5) Total  

o) Other contributions: 
1) Amount designated to offset indigent care 

2) Amount used for other  
3) Total  

cl) Other (include cafeteria, gift shop, etc ) 
e) Total other operating revenue  

(Ala + A7b5 + A7c3 + A7d) 

8. Nonopetating Revenue (No negative 
numbers! Losses or expenses should be 
reported in 82g.) 

a) Contributions  
b) Grants  
c) Interest Income  
d) Other  

e) Total nonoceratinc revenue  
(add Arta through AM) 

f) TOTAL REVENUE 62ft 539, 
(Net A4e ri A7e + A8e) 

1. Payton Expenses for all categories of per- 
sonnel specified below; (see definitions page) 

a) Physicians and dentists (include only salaries) 
b) Medical and dental residents (include 

medical and dental interns)  
c) Trainees (medical technology, x-ray therapy, 

administrative, and so forth)  
0) Reghatered and licensed practical nurses ... 
e) All other personnel  _A5,192,943_ 
* Total payroll expenses  

(add 81a through B1 e) 

2. Nonpayrcll Expenses 

a) Employee benefits (social security, group 
insurance, retirement benefits)   12,402SE 

b) Professional fees (medical, dental, legal, 
auditing, consultant and so forth) 52, 478 528 

c) Contracted nursing services (include staff from 
nursing registries, service contracts, and 
temporary help agencies)  

d) Depredation expanse  
e) Interest eicense  
0 Energy expense  

g) Al other expenses (supplies, purchased Services, 
nonoperating expenses, and so forth)  

10 Total nanpayroll expenses (add 82a through 82g) 

i) TOTAL EXPENSES (add Blf + 82h)  

Sft, 
$2,667025— 

$6 444 462 
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3. Are system overheadlmanagement fees 
included In your expenses?  
If yes, specify amount  

PH-0958 (Rev. 06/14) Refer to Instructions for Completing JAR-H_14 
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SCHEDULE E- FINANCIAL DATA (continued)* State ID 30.111. 

C. CURRENT ASSETS 
1. Current Assets is defined as the value of cash. accounts receivable, Inventories, marketable securities and other assets that could be converted to cash in less then 1 year. 

What were your current assets on the last day of your reporting period (specified In Schedule A7 on page 2)? ...... 38ritab:49. 
Net receivables are defined as the collectibles as of the last day of your reporting period, whether or not they are currently due. 

2. What were your net receivables on the last day of your reporting period? 33.140993Q,  

D. FIXED ASSETS recorded on the balance sheet at the end of the repordng period (include actual or estimated value of plant/equipment that is leased). 
1. Gross plant and equipment assets (including land, building, and equipment) 
2. LESS: Deduction for accumulated depreciation 148,457 
3. NET FIXED plant and equipment assets (D.1. Less 0.2.; it zero please explain on separate sheet) 

E. OTHER ASSETS recorded on the balance sheet at the end of the reporting pedod (include assets not Included above as current or fixed assets) 
What were your other assets on the last day of your reporting period (specified in Schedule A7 on page 2)? 

F. TOTAL ASSETS 

Total Assets is the sum of current assets, fixed assets and other assets (C.1.+0.3.+Eri. 

What were your total assets on the last day of your reporting period (specified in Schedule A7 on page 2)? __512,..1g310" 

G. CURRENT LIABILITIES 

Current liabilities is defined as the amount owed for salaries. interest, accounts payable, and other debts due within one (1) year. What were your current liabilities on the last day 
of your reporting period? 

H. LONG TERM LIABILITIES 

1. Long Term Liabilities Is defined as the amount owed for leases, bond repayment and other items due after one (1) year. Whet were your long term liabilities on the 
last day of your reporting Period? ___SE5211.93.. 

2 Long Term Debt Is defined as the value of obligations of over 1 year that require interest to be paid. What was your long term debt on the last day 
of your reporting period? 

I. OTHER LIABILITIES 

Other liabilities includes those liabilities not reported as current (item O.) or long term (item 11.1 ). 
What were your total liabilities on the last day of your reporting period (specified in Schedule A7 on page 2)? 

J. CAPITAL ACCOUNT 

Capital Account includes Fund Balance or Stockholder's Equity and all general, specific purpose, restricted or unrestricted funds. The Capital Account Is the excess of assets over its liabilities. 
What was your capital account on the lest day of your reporting period?   3151,01  
Note: Total Assets should equal Liabilities plus Capital Account (Le. item F.earil-1.1.11.+J.). 
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K. 1. Federal Income Tea 2. Local Property Taxes Paid During the Reporting Period: 3. Other Local, Slate, or Federal Taxes: 
--__.--19 a) Taxes on the Inpatient Facility $0. (exclude sates tax) 

b) Taxes on all Other Properly _la 

L Does your hospital bill Include charges incurred for the following professional services? 

Radiology - 0 YES fir NO Pathology- 0 YES ® NO Anesthesiology- 0 YES ii NO Other-Specify 
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SCHEDULE E - FINANCIAL DATA (continued)" State ID 21)411 

M. TennCare Utilization and Revenue: 

1. Inpatient Utilization and Revenue for TennCare Managed Care Or anizations: 

MCO NUMBER OF ADMISSIONS NUMBER OF PATIENT DAYS GROSS REVENUE NET REVENUE 
United Health Care Community Plan 0 0 $0 $a 
Amerigroup 0 0 $0 $0 
Blue Care 23 136 $348,782 $52,800 
TennCare Select 5 30 $73.900 $31,186 
TennCare, MCO (Not Specified) 536 3,239 $7,959,906 $3,387,484 
Total MCO 564 3.405 $8,382,588 $3,471,470 

2. Outpatient Utig on and Revenue for TennCare Managed Care Organizations: 

MCO NUMBER OF PATIENTS NUMBER OF VISITS GROSS REVENUE NET REVENUE 
United Health Care Community Plan 0 0 $0 $0 
Amerigroup 0 0 SO $0 
Blue Care 0 0 $0 $0 
TennCare Select 0 0 $0 $0 
TennCare, MCO (Not Specified) 0 0 $0 $0 
Total MCO 9 0 Ea 
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SCHEDULE F - BEDS AND BASSINETS* State ID salt 
1. PLEASE GIVE THE NUMBER OF: 

A. TOTAL LICENSED ADULT AND PEDIATRIC BEDS AS OF THE LAST DAY OF THE REPORTING PERIOD 
(exclude beds in a sub-acute unit that era licensed as nursing home beds) 84 

B. The number of adult and pediatric staffed beds set up, staffed and in use as of the last day of the reporting period. 
C. NEWBORN NURSERY BASSINETS AS OF THE LAST DAY OF THE REPORTING PERIOD 0 
D. Licensed Beds that were not staffed at any time during the reporting period. 0 

2. STAFFED ADULT, PEDIATRIC, AND NEONATAL BEDS (exclude newborn nursery, Include neonatal care units): 

Was there a temporary or a permanent change in the total number of beds set up and staffed during the period? C) YES 0 NO 
It yes, give beds added or wrthdrawn (show increase by + and decrease by -) and date of change. 

Bed change (+ or -) 0 Bed change (+ or -) 0 Bed change (+ or -) 0 Bed change (+ or -) 0  

Date: Dale: Date: Date: 

3 SWING BEDS: 

A. Does your facility utilize swing beds? 0 YES (4) NO If yes, number of Acute Care beds designated as Swing Beds.  

B. PLEASE SPECIFY THE FOLLOWING FOR BEDS WHEN USED FOR LONG TERM SKILLED OR INTERMEDIATE CARE: 

plow many admissions and how many days did you provide In the following categories?) 
I INTERMEDIATE CARE ADMISSIONS PATIENT DAYS 

Private Pay 0  
Other Oi 
Total ol 0,  

SKILLED CARE ADMISSIONS I PATIENT DAYS 
Commercial 0 0 
Blue Cross 0 0 
Medicare 0'  
Private Pay 0 
Other 0 0 
Total 0 0 
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SCHEDULE F - BEDS AND BASSINETS (continued)' State ID 00411 

4. A. Number of Beds Set Up and Staffed on a typical day 

SERVICE BEDS 

Medical 0. 

Surgical 0 

MedicafiSurgical 0 

Obstetrics 0 

Gynecological 0 

OB/GYN 0 
Pediatric 0 

Eye 0 

Neonatal Care 0 

Intensive Care (excluding Neonatal) 0 

OrlhopedM 0 

Urology 0 

Rehabilitation 0 

Chronic/Extended Care 0 

Pulmonary a 

Psychiatic 84 
PsycliGtric specifically for Children and Youth under age 18 12 

Psychiatric specifically for Geriatric Patients a 

Chemical Dependency 0 
Chemical Dependency specifically for Children and Youth under age 18 0 

Chemical Dependency specifically for Geriatric Patients 0 
Swing Beds (for long term skilled or intermediate care) 0 

Other, specify 0 

Unassigned 0 

TOTAL 84 

B. Number of Patients in hospital on a typical day. Exclude normal newborns (See Instructions), 

long term skilled or inteimedGte patients. 84  

5 OBSERVATION BEDS 

A. Do you use Inpatient staffed beds for 23-hour observation? DYES @ NO If yes, number of beds 0  

B. Do you have beds assigned to dedicated 23-hour observation unit? Q YES ® NO If yes, number of beds 0 

C. Do you have beds in a "same-day-surgery" unit that are used for both same-day surgery and 23-hour observation? 

If yea, number of beds 

PH-0958 (Rev. 05114) * Refer to Instructions for Completing JAR-H_14 
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SCHEDULE G - UTILIZATION^ 

1. INPATIENT UTILIZATION (include normal newborns) 
Patient Census Records: 

Please indicate whether you are reporting Admissions and Inpatient Days C) 
or Discharges and Discharge Patient Days 0 

State ID 90411 

  

2. UTILIZATION BY MAJOR DIAGNOSTIC CATEGORIES: 

MAJOR DIAGNOSTIC CATEGORIES 
ADMISSIONS 

OR 
DISCHARGES 

INPATIENT DAYS 
OR 

DISCHARGE PATIENT DAYS 
01 Nervous System 16 203 
02 Eye 0 0 
03 Ear, Nose, Mouth and Throat 0 0 
04 Respiratory System 0 0 
05 Circulatory System 0 0 
06 Digestive System 0 0 
07 Hepatobiliary System & Pancreas 0 0 
08 Musculoskelelal Sys. & Connective Tissue 
09 Skin, Subcutaneous Tissue & Breast 0 0 
ID Endocrine, Nutritional & Metabolic 0 0 
11 Kidney & Urinary Tract 0 0 
12 Male Reproductive System 0 0 
13 Female Reproductive System 0 0 
14 Pregnancy, Childbirth & the Puerperium 1 3 
15 Normal Newborns & Other Neonates with 

Conditions Originating In the Perinatal Period 
0 o 

16 Blood and Blood Forming Organs and 0 0 
Immunological Disorders 

17 Myeloproliferative Disorders & Poorly Differentiated 
Neoplasms 

0 0 

18 Infectious & Parasitic Diseases 0 0 
19 Mental Diseases & Disorders 3,847 22,101 
20 Atchohol/Drug Use & Alcohol/Drug-Induced 

Organic Mental Disorders 
176 845 

21 Injuries, Poisoning, & Toxic Effects of Drugs 2 3 
n Bums • 0 0 
23 Factors Influencing Health Status and Other 

Contacts with Health Services 
24 Multiple Significant Trauma 0 0 
25 Human Immunodeficiency Virus Infections 0 0 
28 Other DRGs Associated with All blits 37 265 
TOTAL 4,081 23,426 
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SCHEDULE G - UTILIZATION (continued)* State ID 90411 

3. UTILIZATION BY REVENUE SOURCE (excluding normal newborns —see Instructions) 

Patients should be categorized according to primary payer and counted only once. 
Please Indicate whether you are reporting Admissions and Inpatient Days 0 or Discharges and Discharge Patient Days 

ADMISSIONS INPATIENT DAYS 
OR OR OUTPATIENT 

DISCHARGES DISCHARGE PATIENT DAYS VISITS' 

a) Self Pay 
0) Blue Cross/Blue Shield 

c) ChampusITRICARE 

d) Commercial Insurance 
(excludes Workers Comp) 

e) Cover TN 

0 Cover Kids 

g) Access TN 

hi Mediwid/Tenncare 

I) Medicare-Total 

Medicare Managed Care 

j) Workers Compensation 

k) Other 

I) Total 

21 139 44 
136 785 1 177 

94 233 0 

499  2 654 2,441 

1 a 
6 kt P. 
0 0 3 

555 1176 a 
10E0 7243 806 

641 4 634., 26Z 
_--0. —.0. D. 
1,750 9144 0 

_21421. 4,482 

' Should Include emergency department visits and hospital outpatient visits 

NUMBER OF PATIENTS BY AGE GROUP (excluding normal newborns — see Instructions) 

Please Indicate whether you are reporting 

Age 

Under 15 years 

Admissions and Inpatient Days 0 or Discharges end Discharge Patient Days 0 

ADMISSIONS INPATIENT DAYS 
OR OR OUTPATIENT 

DISCHARGES DISCHARGE PATIENT DAYS VISITS' 

168 - 1 381, 13 
15-17 years 205 53Q .1 25 
18-64 years 1.431 113 764 4,220 
65-74 years 152 129.4. 1-90 
76-84 years 42 408 2% 
85 years S older 14 11.9. 0 

GRAND TOTAL 4(081 23 428 4 45 

Should include emergency department visits and hospital outpatient visits 
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SCHEDULE G - UTILIZATION (continued)• State ID 01411  

5. PATIENT ORIGIN (excluding normal newborns — see Instructions) 
Indicate usual residence of patients and number of patient days. Please indicate whether you are reporting 
Admissions and Inpatient Days Q or Discharges and Discharge Patient Days C) 

List only those counties in other states that represent at least 1 percent of the total admissions or discharges to your hospital. 
If you have fewer than 500 total discharges or admissions annually, list only those counties that represent at least 2 percent 
of your total admissions or discharges. 

County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

01 Anderson 5 30 
02 Bedford 0 0 
03 Benton 0 0 
04 Bledsoe 0 0 
06 Blount 7 36 
06 Bradley 0 0 
07 Campbell 4 19 
08 Cannon 0 0 
00 Carroll 1 4 
10 Carter 413 2,239 
11 Cheatham ft 0 
12 Chester 0 0 
13 Claiborne 8 72 
14 Clay 0 0 
15 Cooke 8 50 
16 Coffee 0 0 
17 Crockett 0 0 
18 Cumberland 0 0 
19 Davidson 1 8 
20 Decatur 0 0 
21 DeKalb 0 0 
22 Dickson 0 0 
23 Dyer a 0 
24 Fayette 6 0 
25 Fentress 0 0 
26 Franklin 0 0 
27 Gibson 0 0 
28 Giles 0 0 
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County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

29 Grainger 4 23 
30 Greene 263 1,725 
31 Grundy 0 0 
32 Hamblen 19 142 
33 Hamilton 2 10 
34 Hancock 23 115 
35 Herdsman 0 0 
36 Hardin 0 0 
37 Hawkins 229 1,340 
38 Haywood 0 0 
39 Henderson 0 0 
40 Henry 0 0 
41 Hickman 0 0 
42 Houston 0 0 
43 Humphreys 0 0 
44 Jackson 0 0 
45 Jefferson 5 5.6 
46 Johnson 141 731 
47 Knox 29 242 
48 Lake 0 0 
49 Lauderdale 0 0 
50 Lawrence 0 0 
51 Lewis 0 0 
52 Lincoln 0 0 
53 . Loudon 3 15 
54 McMinn 2 2 
55 McNally 0 0 
56 Macon 0 0 
57 Madison 0 0 
58 Marion 0 0 
59 Marshall 0 0 
60 Maury 1 
81 Melgs 1 7 
62 Monroe 0 0 

PI-1-0958 (Rev. 06114) * Refer to Instructions for Completing JAR-H_14 
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SCHEDULE G - UTILIZATION (continued)* State ID 90411 

5. PATIENT ORIGIN (continued) 
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County # Tennessee County of Residence 

Number of 
Admissions or 
Discharges 

Number of 
Inpatient Days 
ar Discharge 
Patient Days 

63 Montgomery 0 0 

64 Moore 0 0 
65 Morgan 1 11 

66 Mtn 0 0 

67 Overton 0 0 

68 Peny ' 0 0 

69 Pickett 0 0 
70 Polk 0 0 
71 Putnam 2 

72 Rhea 0 0 

73 Roane 
74 Robertson 0 0 

75 Rutherford 1 2 

76 Scott 0 0 

77 Sequatchie 0 0 
78 Sevier 12 80 

79 Shelby 0 0 

80 Smith 0 0 

81 Stewart 0 0 

82 Stillman 1,016 5,832 
83 Sumner 0 0 
84 Tipton 0 0 

85 Trousdale 0 0 
86 Unica! 150 1,001 
87 Union i 4 
88 Van Buren 0 0 
89 Warren 0 0 
90 Washington 1,321 7,556 
91 Wayne 0 0 
92 Weaktey 0 0 
93 White 0 0 
94 Williamson 1 3 
95 Wilson 0 0 
96 TN County Unknown 0 0 

Tennessee Total 3,704 21,360 

PH-0958 (Rev. 06/14) Refer to Instructions for Completing JAR-H 14 
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SCHEDULE G - UTILIZATION (continued)" State ID  90411 

5. PATIENT ORIGIN (continued) 
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State & County Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

ALABAMA COUNTIES: 
(Iffy) 
1) Coffee 6 
2) Marshall 1 5 
Other Alabama Counties 2 9 
Alabama Total 4 20 

GEORGIA COUNTIES: 
(Toffy) 
1) Cherokee 1 4 
2) Richmond 1 6 
Other Georgia Counties 
Georgia Total 3 11 

MISSISSIPPI COUNTIES: 
(Specify) 
1)  0 0 
2)  0 0 
Other Mississippi Counties 0 0 
Mississippi Total 0 0 

1St 
ARKANSAS COUNTIES: 

-I6M 
1)  0 0 
2)  0 0 
Other Arkansas Counties 0 0 
Arkansas Total 0 0 

MISSOURI COUNTIES: 
(Siecify) 
1) Clay 1 6 
2)  0 0 
Other Missouri Counties 0 0 
Missouri Total i 6 

PH-0958 (Rev. 06/14) * Refer to Instructions for Completing JAR-I-1_14 
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SCHEDULE G - UTILIZATION (continued)* State ID 90411 

5. PATIENT ORIGIN (continued) 
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SCHEDULE G - UTILIZATION ( ontinued)* State ID 90411 

5. PATIENT ORIGIN (continued) 

Stale & County Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

KENTUCKY COUNTIES: 
(Specify) 
1) Harlan 4 18 
2) Pike 3 13 
Other Kentucky Counties 2 11 
Kentucky Total 9 42 

VIRGINIA COUNTIES: 
(Specify) 
1)  Washington 53 305 
2)  Wise 41 216 
Other Virginia Counties 228 1,215 
Virginia Total 320 1,736 

NORTH CAROLINA COUNTIES: 

(SFuncombe 

cify) 
1) very 6 33  
2) B 5 39 
Other North Carolina Counties 10 51 
North Carolina Total 21 123 

(S 
OTHER STATES: 

ecify) 
1) Ohio 2 12 
2) Florida 7 29 
All Other States and Countries 10 87 

RESIDENCE UNKNOWN: 0 0 
GRAND TOTAL 4,081 23,426 
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SCHEDULE G - UTILIZATION (continued)* State ID 40411_ 

6. Delivery Status: 

A. Number of Infants Born Alive IL 

B. Number of Deaths Among Infants Born Alive 0 

C. Number of Fetal Deaths (350 grams or 20 weeks or more gestation) 
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SCHEDULE H - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS' State ID 40411_ 

TYPE OF UNIT- PSYCHIATRIC: 
A. Do you have a dedicated psychiatric unit? ® YES 0 NO If yea, please complete items on this page and on the next page. 
B. Do you have a designated Gem-Psychiatric Unit? ® YES 0 NO 

2. 13505 
A. Number of assigned beds 64  
B. Date unit opened 06/01/1485  

3. UTILIZATION BY AGE GROUPS: 

Please indicate if you are reporting Admissions and Inpatient Days 0 or Discharges and Discharge Patient Day 0 

AGE GROUPS 

Inpatient 
Partial Cara or 
Day Hospital Outpatient 

Number of 
Patients on 

September 30 

Number of 
Admissions or 

Discharges 

Number of Inpatient 
or Discharge 
Patient Days 

Number 
of 

Sessions 

Number 
of 

Visits 

Children and/or 
Adolescents 
Ages 0. 17 

0 375 2,844 0 0 

Adults 
Ages 18 - 64 

0 3,496 16,835 1 685 70 

Elderly 
Ages 65 and 

older 

0 210 1,747 81 5 

Total 
0 4,081 23,426 1,766 75 

4. Is the psychia tic service managed under a management contract different from the hospital III Q YES ® NO 
If yes, please seer:Iffy name of organization that manages the unit. 

5. Do you have °entreats with Behavioral Health Organizations? 0 YES NO 

6. Does your hospital use: If Yes, Number of Patients Number of Times Seclusion 
Secluded or Restrained or Restraint was Initiated 
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Se 15+ Acie_Q:17 Agog+,  
A. Seclusion C) YES 0 NO 0 0 0 0  
B. Mechanical Restraints ® YES Q NO ___10 23 _i5 32. 
C. Physical Holding Restraints Q. YES 0 NO 0 0 0 0  
D. Chemical Restraints 0 YES ® NO 0 0 CI 0  
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B. Do these charges elude physicians'fees? 0 YES 0 NO 
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- Refer to Instructions for Completing JAR-H_14 RDA 1530 

SCHEDULE H PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued)* State ID son_ 

7. FINANCIAL DATA-PSYCHIATRIC 

INPATIENT OUTPATIENT TOTAL ADJUSTMENTS NET PATIENT 
CHARGES plus CHARGES equals CHARGES minus TO CHARGES  equals REVENUE  

A. GROSS PATIENT REVENUE & NET 
PATIENT REVENUE BY PAYER: 

1. Sell Pay 3322 950 + ant 5327 886 
2. Blue Cross/Blue Shield $141 052 42.22.2347 $I 225 524, $724 013 
3. Champus/TRICARE so —.$4. 34 
4. Commercial Insurance (excludes Worke Comp) S 1_4043L + X81107 $7 502 544 $4 828 Roo_ S2.6a211 
5. Cover TN $0 54- So 12 
6. Cover Kids 30 $.1 $0 SO $0 
7. Access TN SQ _$O. 12 $0 
8. MedicaidfTenncare $15 247 720 Sam $15,248 717 $11 24/41§ FA 247 822. 
9. Medicare -Total 3111.478 781 K11-162. $18876643 a 55 995 701 

Medicare Managed Care 47, 407 202 528.008 57 435.210 110.222 $2284,307_ 
10. Workers Compensation So $9. $0 $o SO 
11. Other $14325.63, $0 $1M26 633 , __$12_12147, 

El NON-GOVERNMENT ADJUSTMENTS 
TO REVENUE 

1. Bad Debt 5137 275 
2. Charity Care _A11211457_ 
3. Contractual Adjustments 305.92Z. __An 
4. Total $A3 730 Oa 
5. Amount of discounts provided to uninsured patients $250218 

8. A. SERVICE 

I. 

CHARGES INPATIENT 
CHARGES 

OUTPATIENT 
CHARGES 

Routine Treatment 14 Sp 
2.  Ancillary Services $12,018 502 586 
3.  Other so SO 
4.  Total $12018 892 S
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SCHEDULE H- PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued)" State ID son 

1. TYPE OF UNIT - CHEMICAL DEPENDENCY: 
Do you have a dedicated chemical dependency unit? Q YES 0 NO If yes, please complete items on this page and on the next page. 

BEDS 
A. Number of assigned WS 0  
B. Date unit opened 

3. UTILIZATION BY AGE GROUPS: 
Please indicate if you era reporting Admissions and Inpatient Days ®or Wscharges and Discharge Patient Days. 

Inpatent 
Partial Care or 
Day Hospital Outpatient Residential Care 

AGE GROUPS 
Number of 
Patients on 

September 30 

Number of 
Admissions or 

Discharges 

Number of Inpatient 
or Discharge 
Patient Days 

Number 
of 

Sessions 

Number 
of 

Visits 

r 

Number 
of 

Visits 

Children and/or 
Adolescents 
Ages 0 - 17 

0 0 r 0 0 

Adults 
Ages 18 - 64 

0 

Elderly 
Ages 65 and 

older 

Total 
0 

4. Is the chemlc I dependency service managed under a man gement contract different from the hospital it elf? C YES c)))  NO 
If yes, please pecilfy name of organization that manages the tins 

5. Do you have contracts with Behavioral Health Organizations? 0 YES Q. NO 
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SCHEDULE H- PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued)* State ID 90411  

6. FINANCIAL DATA - CHEMICAL DEPENDENCY 

INPATIENT 
CHARGES plus 

OUTPATIENT 
CHARGES equals 

TOTAL 
CHARGES 

ADJUSTMENTS 
minus TO CHARGES equals 

NET PATIENT 
REVENUE 

A. GROSS PATIENT REVENUE & NET 
PATIENT REVENUE BY PAYER: 

1. Self Pay a + $9 ' $4. - SO Y. SQ. 
2. Blue Cross/Blue Shield a + $o e SO - SO = SO 
3. Champus/TRICARE —a ÷ IQ = $0 - __la = SO 
4. Commercial Insurance (excludes Workers Comp) a/ * $0 - so - SQ. = SO 
5. Cover TN a $O = $9 - $0. = qa 
S. Cover Kids a + El = so - so = so 
7. Access TN -----19. + SO = _—$2. - $O = $0 
8. Medicaid/rename SO + So = El - SO r. $0 
9. Medicare-Total $0 + $11, R $g - $0 = $D 

Medicare Managed Care $0 * $0 = _a - SR = $0 
10. Workers Compensation IQ. + a = SO - $E. ' $0 
11. Other $9.. + $0 = —AE - _LE = SO 

B. NON-GOVERNMENT ADJUSTMENTS 
TO REVENUE 

1. Bad Debt sr)  

2. Charity Care SO 
3. Contractual Adjustments $0 
4. Total $0 
5. Amount of discounts provided to uninsured patients  

7. A. SERVICE CHARGES INPATIENT OUTPATIENT 
CHARGES CHARGES 

1.  Routine Treatment SQ 
2.  Ancinery Services SQ 
3.  Other 
4.  Total SO 
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B. Do these charges Include physicians' fees? 0 YES 0  NO 
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SCHEDULE I- EMERGENCY DEPARTMENT* State ID _gam 

1 What is the direct telephone number into your Emergency Department?  

2. Is the Emergency Department managed under a management contract different from the hospital itself? CD YES a NO 
If yes, with whom is the contract held?  

3. Emergency Department: 

Number of visits by payer: 

A. Self Pay 

B. Blue Cross/Blue Shield 

C. Champus/TRICARE 

D. Commercial Insurance 
(excludes Workers Comp) 

E. Cover TN 

F. Cover Kids 

G. Access TN 

H. Medicaidgenncare 
United Health Care Community Plan 
Amerigroup 
Blue Care 
TennCare Select 
TennCare, MCO (Not Specified) 

TennCare Total 

a 

a 
0. 

0  

L Grand Total 

0 

0  

Medicare-Total1.  
Medicare Managed Care 

J. Workers Compensation 

K. Other 

 

        

         

4. Is your Emergency Department staffed 24 hours per day? ® YES a NO If no, please give hours covered —a 
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SCHEDULE I - EMERGENCY DEPARTMENT (continued)* State ID ma 

5. Indicate the number of the following personnel available in the hospital on a normal day and 
how many are available to the Emergency Department. 

ON HOSPITAL IN EMERGENCY 
CAMPUS DEPARTMENT 

A. PHYSICIANS: 
Board certified in Emergency Medicine D. 0  
Board eligible In Emergency Medicine _EL __D. 
Declared Speciality of Emergency Medicine 
Board Certified Psychiatrists 0  
Other PhysiciansAvailable to Emergency Department 

B. NURSES: 
Nurse Practitioners 
R.N.'s with formal emergency training and experience O. 
Other R.N.'s 
L.P.N.'s and other nursing support personnel 
Clerical Staff n 0  

C. OTHER: 
EM.T. ri  
E.M.T. advanced _ft 

0 
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SCHEDULE I - EMERGENCY DEPARTMENT (continued)* Slate ID Scam 

6. SUPPORTIVE SERVICES: 

A. COMMUNICATIONS: 

Two-Way radio in ER with Access to: 

Central Emergency Dispatch Center 

Ambulances 

Other hospitals 

B. HELIPORT: 

C. PHARMACY IN ER: 

D. BLOOD BANK (check ONLY one): 

Fully stocked 

Common blood types only 

YES NO 

a 
C 

7. Do you have dedicated centers for the provision of specialized emergency care for the following: 

A. Designated Trauma Center 0 YES ( NO 

B. Burns 0 YES C. NO 

If yes, do you have a designation by a government agency as a Burn Center? 0 YES ONO 

C. Pediatrics 0 YES Q. NO 

D. Other. specify 

8. Triage: A. Total number of patients who presented in your ER.  

B. Total number treated in your ER. 0, 

C. Total number not treated in your ER but referred to physician or clinic for treatment. 
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1. Administration: 

Equivalent^ 
Full-Time 
Equivalent 
Budgeted 
Vacancies 

A. Administrators & Assistants  0.0 0.0 
B. Director, Health Services 

Research & Assistants  0.9 0.0 
C. Marketing 8 Planning Officer(s) 

8 Assistants  o0 00 
D. Financial and Accounting 

Officer(s) & Assistants  0.0 0 0 
2. Physician and Dental Services: 

A. Physicians  0,0 0.0 
B. Medical residents  00 n0 
C. Dentists  00 0.0 
0. Dental residents  4S1.- 00 

3. Nursing Services: 
A. RNs-Administrative  0.0 00 
B. RNet - Patient care/clinical  53 0 SUL 
C, LPNs  6.9 3.0 
D. Ancillary nursing personnel  Put 

4. Caddied Nurse Midwives  00 0.42 
5. Nurse Anesthetists  Q.Q 0Q.  
6. Physicians assistants  013 LQ 
7. Nurse practitioners  D0 
8. Medical record service: 

A. Medical record administrators 00 
B. Medical record technicians 

(certified or accredited)  0.0 0,Q, 
C. Other Medical record technicians . 0.0 0.0 

9. Pharmacy: 
A. Pharmacists, licensed  16 4.9.„ 
B. Pharmacy technicians  20 
C. Clinical Phar-D  1.0 99. 

10. Clinical laboratory services: 
A. Medical Technologists  Oa 0.9 
B. Other laboratory personnel  01 0 4 

11. Dietary services: 
A. Dietitians  0.5 00 
B. Dietetic technicians  0.0 

"Full-time + Part-time specified in Full Time Equivalent 
"* Please check If contract staff Is used. 

PH-0958 (Rev. 08/14) 
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12. Radiological services: 
A. Radiographers (radologic 

Full-Time 
Equivalent" 

Full-Time 
Equivalent 
Budgeted 
Vacancies 

Use Contract Staff 
In this Employee 

Category'" 

technologists)  00 00 
B. Radiation therapy technologists  00 00 
C. Nuclear medicine technologists  00 00 
D. Other radiclogic personnel  00 

13. Therapeutic services: 
A. Occupational therapists  0.0 .0.S1 El 
B. Occupational therapy 

assistants 8 aides  00 00 ©  
C. Physical therapists  0.0 0.0 LI 
D. Physical therapy assistants & aides  0.0 0.0 CI 
E. Recreational therapists  0.0 0 O. H 

14. Speech and nearing services: 
A. Speech Pathologist  00 00. 0 
B. Audiologist  00 D0 

15. Respiratory therapy services: 
A. Respiratory therapists  0.0 0.0 0 
B. Respiratory therapy technicians  to 

Ie. Psychiatric services: 
A. Clinical psychologists  _10_ 90 a 
B. Psychiatric social workers  I.A .t.o. E 
C. Psychiatric registered nurses  l _ 00 IX 
D. Other mental health professionals . SU Lez E 

17. Chemical dependency services: 
A. Clinical psychologists  0.0  
B. Social workers  0.0 0.0 
C. Registered nurses  -Da 09. Ea 
D. Other specialists in addiction 

andiar in chemical dependency  0.0 00 g 
18. Medical Social workers  0,0 LI 0 El 
19. Surgical technicians  Q.0  - 00 El 
20. All other certified professional 

8 technical  1.0 0.0 g 
21. All other non-certified professional 

8 technical  0.0 QA 
22. All other personnel  90.7 7./ 0.2 

TOTAL  209.3 14.6 

Use Contract Staff 
In this Employee 

Category"' 
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SCHEDULE K - MEDICAL STAFF^ State ID slog_ 

1. MEDICAL SPECIALTIES: 

(1) 
Number of Active 

and Associate 
Medical Staff 

(Include Board 
Certified) 

(2) 
Number of Active 

and Associate 
Medical Staff Who 
Are Board Certified 

(3) 
Number of House 

Staff Who Are 
Interns, Externs 

or Residents 

A. General and family practice 0 0 0 
B. Pediatric 0 0. A. 

0_ 0, 0 C. General internal medicine 
D. Psychiatric 7 5 0 
E. Neonatologist 0 _O. 
F. Cardiologists n p til 
G. Neurologists n _a CI 
H. Other medical specialties O. n 0 

2. SURGICAL SPECIALTIES: 
A. General- surgery a n 
R. Obstetrics and gynecology 0 n n 
C. Perinatologists a a 0 
D. Gynecology a n n 
E. Orthopedic 
F. Neurosurgeons 

0 0.  0, 
n a 

G. Cardiovascular 0. 0 0 
H. Gastroenterology 9 0 n 
I. Other surgical specialties a a a 

3. OTHER SPECIALTIES: 
A. Pathology a a 0 
B. Radiology __A __1L a. 
C. Anesthesiology 0 0_ a 
D. Other specialties n 0  0 

4. DENTAL SPECIALTIES: 0. 0 a. 
TOTAL 7. 5 0 
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SCHEDULE L- PERINATAL' State ID 35411., 

1A. Name of person completing Pennatal survey 
1B. Telephone Number 
1C. Fax Number 

Please complete the following questions. 

2. Births 
A. Total number of live births 
B. Birth weight below 2500 grams (5Ib 8oz) 
C. Birth weight below 1500 grams (3 lb 5oz) 

3 Number of babies on ventilator longer than 24 hours 

4. Number of babies received from referring hospitals for neonatal management 0  

5. Is Medical Director of Obstetrics board certified/eligible in maternal-fetal medicine? 

6. Is Medical Director of the Nursery board certified/eligible in neonatal-perinatal? 

7. Do the following subspecialty consultants spend more than 2/3 full-time effort at your hospital? 

A. OBSTETRICS: 
Perinatal Sonologist  
Hematologist  
Cardiologist  

B. NEONATAL: 
Pediatric Radiologist  
Pediatric Cardiologist  
Pediatric Neurologist  
Pathologist  
Pediatric Surgeon  

ft 
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SCHEDULE M- SURVEY ON NURSING PERSONNEL" 

(As of the last day of the reporting period) 

State ID 90911 

  

1. Registered Nurses 

HIGHEST EDUCATION 
97,-LEVEL -_, .9 
t...9-  -, ' - c,

, 

 
: 

FIE NUMBER 
_CURRENTLY 

'.9EMP-LOYED: 

..' NUMBER OF 
-.BUDGETED -, 
9VACANCIES'-  

NUMBER OPPOSITIONS 
:YOU PLAN TO Ann IN - 
THE NE1(912 MONTHS  

t NUMBER OPPOSITIONS- 
you 71,1,4N-70ELIMINATE 

4-'.  „-- PRIMARY ROLE. l.- '.‘ 
-:-C,. 9INUMBER OPPOSITIONS/9 t' 

IN TWNEXT 92  MONTOS 9 CLINICAL, .. ADMINISTRATIVE 
Total 51.7 0.0 00 0.0 590 7.0 
Bachelors Degree 24.8 0.0 0.0 0.0 28.0 30 
Associate Degree 25.0 00 0.0 0.0 29.0 40 
Diploma 0.0 0.0 0.0 0.0 0.0 0.0 

Masters Degree 1.9 0.0 0.0 0.0 20 0.0 
Doctorate Degree 0.0 0.0 0.0 00 0.0 0.0 

2, Advanced Practice N nes 
'NURSING' -=,  - 

I ' PERSONNEL! ,279' 
......;:,DATEGORY9,99: 

.9TE NUMBER 
.CURRENTLY' 
-9,'EMPLOYED , 

IIIIMBE,ROP:9 
ABUDGETE12.2 
?VACANCIES"-  

NUMBER 09 POSITIONS 
.1 YOU,RANTO ADD IN 
THE NEXT 12 MONTHS.' 

LNUMBERGEPOSITIONS.- 
YOU PLAN, EEIMINATE! 
IN THE NEXT12 MONTHS 

'2-2-2,9,S PRIMARY 
) );[d.fimUmseRortOstrioNs) 

ROLE:- 
'},-.,.. 

 9  ' -CLINICAL - ' ADMINISTRATIVE 
Total 1.0 0 0 00 0.0 1.0 0.0 
Nurse Practitioner 1.0 0.0 0.0 0.0 1.0 0.0 
Clinical Nurse Specialist 00 0.0 0.0 0.0 0.0 0.0 
CRNA 0.0 0.0 0.0 0.0 0.0 0.0 
Certified Nurse Midwife 00 0.0 0.0 0.0 0.0 0,0 

3. Licensed Practical Nurses 
LPNS NUMBER OPPOSITIONS' ,NUMBER OF POSITIONS, 

TO ELIMINATE` 
THE NEXT d2 MONTN9 INFHENEXT 12 MONTHS' 

Total 0.0 0 0 

4. Recruitment of Nursl g Personnel 
The following are selects specialties for which hospitals commo 12 report reCtiliti00 difficulties. 
Please specify other cat Bodes ee necessary. 

NURSING PERSONNEL:CATEGORY RTE NUMBER 
CURRENTLY-, 
-EMPLOYED' 

sumBERor.::!  

9MACANCIES-99 

NUMBENCFROSITIONS. 
Y019-pLANTGADD:93r 
ThOlq0criz000NT.HOL: 

NUMBER OF POSMONS 
YOU PLAN TO ELIMINATE 
MITHE NEXT 12 'MONTHS 

CCU/ICU 0.0 0.0 0.0 0.0 
ER 0.0 0.0 0.0 0.0 
Other (SPedifY). 

0.0 0.0 0.0 00 
0.0 0.0 0.0 0.0 
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SCHEDULE N.NEALTH CAPE PLANS ACCEPTED• State 101141a 

The health COIIIHMet Right-la Know Act of 1098 whirl, was signed but GattentOr Suntpdat in May, I99/3 rendres hospitals to leper, to the Department 
of health "health ate plans atteptRA by the hospital" as well as a variety of Information Mat is included in earlier schedules of thelohlt Annual Report, In order 
w allow the Joint Annual Report to meet the entire reporting requirement deathbed hi HIS ads  please lid at health insurance plans with which you currently-as of 
the lett day of Mb repotting perlod-have a valid tonttact. LIU each plan separately writ& the name of the company. For examples  If you have contracts to provide 
services to IntlIvIdualt enrolled in Blue Choke and Blue Preleued net both plans and do not ordy list Blue Crest /S Blue Shield fa Tennessee. 

Want 

Aetna FPO- Tea Chace' 
Aetna HMO-"OPOS" 
Aetna HMO-"Select Choice" 
Aetna HMO-NISAccess' 
Aetna POS - 'managed Choice" 
Aetna PPO-"Open Choke" 
Allen PPO-"Open ante" 
Amerigroup 141‘10 
BeechStreetiViant PPO 
Amerkholce Uell BHO 
CIDNA BHO BHO 
Coventry HMO 
CrestpoInt PRO - MA Plan 
Crenpolnt CrenPoint MSHA Employee Plan 
nstripaftWom PPO 
(horizon Health PPO 
Inthal Group PRO NealthAllience  
Initial Droop PPO - Workers' Corny 
BIN Laughlin Employee Plan 
ISHN &ASP tor Woodgrain bfillwOlIcS 
MIN Man for Sena 
iSHN UMW County mammal Employees 
INN Universal Fibers 
Majeancare HMO 
UteSvnth PPO-Psych 
Magellan facility Agreement -Psych 
OnrIma Medicaid HMO 
Optima Commercial/Exchange HMO 
PHIS PPO 
UMWA threat employer 
listed Behavioral Heatt110110 PPO 
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Value Options Commercial EHO 
Virginia Prembr HMO Median, 
Vane Value Options HMO 
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TENNESSEE DEPARTMENT OF HEALTH 
Division of Health Statistics 

4th Floor, Cordell Hull Building 
425 5th Avenue North 
Nashville, TN 37243 

Telephone: (615) 741-1954 - Fax: (615) 253-1688 

JOINT ANNUAL REPORT OF HOSPITALS 

2010 

Schedule Description Page Number 
A. Identification 2 
B. Classification 3 
C. Accreditations and Approvals 5 
D. Services 6 
E. Financial Data 18 
F. Beds and Bassinets 22 
G. Utilization 24 
H. Psychiatric, Chemical Dependency 32 
I. Emergency Department 36 
J. Personnel 39 
K. Medical Staff 40 
L. Perinatal 41 
M. Nursing Survey 42 
N. Health Care Plans 43 
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State ID 90411 

TENNESSEE DEPARTMENT OF HEALTH 
JOINT ANNUAL REPORT OF HOSPITALS 

2010 

SCHEDULE A - IDENTIFICATION 

Federal 

1. Name of Hospital Woodridge Psychiatric Hospital Tax I.D. # 62-0582605 

Did your facility name change during the reporting period? Q YES Cet NO 
County Washington  

2. Address of Street 403 State of Franklin Road 
Facility City Johnson City State Tennessee Zip 37604- 

3. Telephone Number (423) 928-7111 
Area Code Number 

4. Name of Chief Executive Officer Ann Fleming 
First Name Last Name 

Signature of Chief Executive Officer  

5. Name of person(s) coordinating form completion Jessica Shelton 
Telephone Number if different than above (423)431-1997 

Area Code Number 

6. 84 Office Use Only 

7 Reporting period used for this facility 
Beginning 07/01/2009 Ending 06/30/2010 
Date Date 

8. 365 Office Use Only 

9. Does your hospital own or operate or have other hospitals licensed as satellites of your hospital? 0 YES ® NO 
If yes, please complete the following. 

NAME OF HOSPITAL STATE ID SATELLITE OWN OPERATE OWN AND OPERATE 

1 ❑ 0 0 0 
2 ❑ 0 0 0 
3 0 0 0 0 
4 E 0 0 0 

5 ❑ 0 0 0 
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SCHEDULE B - CLASSIFICATION State ID 90411 

1. CONTROL: 

A. Indicate the type of organization that is responsible for establishing pollcy for overall operation of the hospital. 

1. Government-Non-Federal 2. Government-Federal 3. Nongovernmental, not-for-prat Investor-owned. for-profit 

0 11 State 0 17 Armed Forces 0 20 Church-operated 0 23 Individual 

0 12 County 0 18 Veterans Admin. ® 21 Other Nonprofit Corporation 0 24 Partnership 

0 13 City 

0 14 City-County 

0 15 Hospital district 
IX authority 

0 19 Other, please 
specify 

0 22 Other not-for-profit, 
please specify 

0 25 Corporation 

B. Is the hospital part of a health system? ®N YES 0 NO 

If yes, please provide the name and location of the health system. 

Name Mountain States Health Alliance City Johnson City State Tennessee 

      

C. Does the controlling organization lease the physical property from the owner(s) of the hospital? 0 YES ® NO 

D. What is the name of the legal entity that owns and has title to the land and physical plant of the hospital? 

Mountain States Health Alliance 

E. Is the hospital a division of a holding company? 0 YES ® NO 

F. Does the hospital itself operate subsidiary corporations? 0 YES ® NO 

G. Is the hospital managed under contract? 0 YES ® NO If YES, length of contract From Te 

If yes, please provide name, city, and state of the organization that manages the hospital. 

Name City  State 

Name City State 

H. Is the hospital part of a health care alliance? ® YES n NO (see definition of alliance) 

If yes, please provide the name, city, and state of the alliance headquarters. 

Name Premier, Inc. City  San Diego  State California 

   

Name 

 

City State 

     

I. Is the hospital part of a health network? ® YES 0 NO 

If yes, please provide the the name, city, and state of the network. 

Name Mountain Slates Healthcare Network  

(see definition of network) 

City Johnson City State Tennessee 

Name 

2. SERVICE: 

A Indicate the ONE category that BEST describes your hospital. 

City State 
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 0 01 General medical and surgical 

0 02 Pediatric 

® 03 Psychiatric 

O 04 Tuberculosis and other respiratory diseases 

0 05 Obstetrics and gynecology 

O 06 Eye, ear, nose and throat 

PH-0958 (Rev. 06/08)  

O 07 Rehabilitation 

0 08 Orthopedic 

• 009 Chronic disease 

O 10 Alcoholism and other chemical dependency 

O 11 Long term acute care 

O 12 Other-specify treatment area 
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Number of 
Physicians 

0 
0 

0 
155 

0 
0 

FTE 
Physicians 

0,0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

SCHEDULE B- CLASSIFICATION (continued) State ID  90411 

B. Does your hospital own or have a contract with any of the following? 

1. Independent Practice Association 
2. Group Practice Without Walls 
3. Open Panel Physician-Hospital Organization (PHO) 
4. Closed Panel Physician-Hospital Organization (PHO) 
5. Management Services Organization (MSO) 
B. Integrated Salary Model 
7. Equity Model 
8. Foundation 

(1) Yes (2) No 

• * 
O * 
0 0 
0 
O * 

Specify one: 
1) Own 2) Contract 

0 
• 0 
0 

• 0 
O 0 
0 

3. Have any of the following insurance products been developed for use in Tennessee by your hospital, health system, health network 
alliance eras a joint venture with an insurer? 
Check all that apply. 

(3) Health Network 

(3) 0 
(3) 
(3) 

Your 
(1) Hospital (2) Health System 

A. Health Maintenance Organization (1) D (2) 0 
B. Preferred Provider Organization (1) ❑ (2) 
C. Indemnity Fee For Service Plan (1) 0 (2) D  

Joint Venture 
(4) Alliance (5) With Insurer 
(4) 0 (5) 
(4) 0 (5) 0 
(4) 0 (5) 0 

4. Does your hospital have a formal written contract that specifies the obligations of each party with: 
A. Health Maintenance Organization (HMO)? Col,' YES 0 NO 

1. How many do you contract with? 4  
2. Number of different contracts 5 

B. Preferred Provider Organization (PPO)? @,) YES 0 NO 
1. How many do you contract with? 16  
2. Number of different contracts 20 

5. What percentage of the hospital's net patient revenue is paid on a capitated basis? 
If the hospital does not participate in any capitated arrangement, please enter "0“. 

6. How many covered lives are in your capitation agreements? 0  

0.0 % 

4
2
 

T
R
  
P
  
N
I
K
-
H
B
 

PH-0958 (Rev. 06108) 
4 

RDA 1530 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
4
5
5



OYES 
OYES 
AYES 
(D YES 
OYES 

®NO 
@NO 
®NO 
®NO 
ONO 

®YES 
®YES 
®YES 
OYES 

OYES 
OYES 
OYES 
OYES 

YES 
(DYES 

ONO 
ONO 
ONO 
®NO 

®NO 
®NO 
®NO 

.5(r NO 
® NO 
@NO 

SCHEDULE C- ACCREDITATIONS AND APPROVALS State ID 90411 

1. ACCREDITATIONS: 

A. Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 
Date of most recent accrediting letter or survey 04/25/2009  
If Yes, Is the hospital accredited under either/both of the following manuals: 
1. Comprehensive Accreditation Manual for Hospitals (CAMH) 
2. Comprehensive Accreditation Manual for Behavioral Health Care (CAMBHC) 
3. Other manuals, please specify 

®YES QNO 

®YES QNO 
OYES ®NO 

B. Commission on Accreditation of Rehabilitation Facilities (CARE) 
Date of most recent accrediting letter or survey 

C. American College of Surgeons Commission on Cancer 
D. American Osteopathic Association (AOA) 
E. TUV Healthcare Specialists 
F. Community Health Accreditation Program (CHAP) 

2. CERTIFICATIONS: 

Medicare Certification 

3. OTHER: 

A. THA Membership 
B. Hospital Alliance of Tennessee, Inc. Membership 
C. American Hospital Association Membership 
D. American Medical Association Approval for Residencies (and Internships) 
E. State Approved School of Nursing: 

Registered Nurses 
Licensed Practical Nurses 

F. Medical School Affiliation 
G. Tennessee Association of Public and Teaching Hospitals (TNPath) 
H. National Association of Children's Hospitals and Related Institutions (NACHRI) 
I. National Association of Public Hospitals (NAPH) 
J. Other, please specify 

Field is limited to 255 characters 

®YES ONO 
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SCHEDULED-SERVICES State ID 90411 

1. CERTIFICATE OF NEED: 

Do you have an approved, but not completedicertificate of need (CON)? 
If yes, please specify: 

Name of Service or Activity Requiring the CON 

0 YES NO 

   

 

# of Beds (if applicable) 
0  
0  
0 

Date of Approval 
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2. Does your hospital own or operate Tennessee physician primary care clinics? U  YES Cif) NO If yes, how many? 0 
Flow many physicians practice in these clinics? 0  

3. Does your hospital own or operate other physician/specialty clinics located in Tennessee? C.  YES (3  NO If yes, how many? 1  

How many physicians practice in these clinics? 4  

4 Does your hospital own or operate a blood bank? C YES (1) NO 
If yes, please indicate: 

A. Distributes blood within the hospital 0 YES 0 NO 
B. Collects blood within the hospital 0, YES C) NO 
C. Distributes blood outside the hospital (3 YES 0 NO 
D. Collects blood from outside the hospital YES 0 NO 

5. Does your hospital own or operate an ambulance service? 0 YES (1, NO 
If yes, please specify the counties where services are located. 

Please specify the type of service and ownership relationship: 

A. Land Transport 0 YES 0 NO If yes, C) own; (3 operate; C) own and operate; 0 own in joint venture 

B. Helicopter 0 YES 0 NO If yes, C) own; 0 operate; 0 own and operate; 0 own in joint venture 

C. Special Neonatal Helicopter 0 YES 0 NO If yes, (3 own; 0 operate; 0 own and operate; 0 own in joint venture 

D. Special Neonatal Land Transport 0 YES 0 NO If yes, Ct  own; 0 operate; 0 own and operate; own in joint venture 
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SCHEDULED- SERVICES (continued) State ID 90411 

6. Does your hospital own or operate an off-site outpatienUarnbulatory clinic located in Tennessee? 0 YES r✓ NO 

If yes, please complete the following. 

 

  

C own 

Name of Clinic County City 

 (Down 

°operate Gown and operate 0 own in joint venture 

0 operate °own and operate 0 own in joint venture 

@ NO 

0 operate own and operate Gown in joint venture 

;̀operate 0 own and operate (Down in joint venture 

  

Name of Clinic County City 

7. Does your hospital own or operate an off-site ambulatory surgical treatment center located in Tennessee? 0 YES 

If yes, please complete the following. 

   

°own 

   

  

Name of Center County City 

 

   

Gown 

   

Name of Center County City 

8. Does your hospital own or operate an off-site birthing center located in Tennessee? 0 YES @ NO 

If yes, please complete the following. 

  

 Gown ©operate 0 own and operate flown in joint venture 

Name of Center County City 

 °own @operate Gown and operate G own in joint venture 

Name of Center County City 

9. Does your hospital own or operate an off-site outpatient diagnostic center located in Tennessee? 0 YES @ NO 

If yes, please complete the folloWmg. 

©own ©operate 0 own and operate (Down in joint venture 

Name of Center County City 

(Down ©operate Gown and operate own in joint venture 

Name of Center County City 

10. Does your hospital own or operate an off-site outpatient physical therapy rehab center located in Tennessee? 0 YES @ NO 

If yes, please complete the following. 

 ©own °operate Gown and operate Gown in joint venture 

Name of Center County City 
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.Sown (Doperate 0 own and operate Gam In joint venture 
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Name of Center County City 
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SCHEDULED- SERVICES (continued) Stale ID 90411 

11. Does your hospital own or operate a hospice that has a separate license located in Tennessee? 0 YES @ NO 

If yes, please complete the following. 

 (Down 0 operate (Down and operate (Down in joint venture 

Name of Hospice County City 

(Down °operate Down and operate °own in joint venture 

Name of Hospice County City 

12. Does your hospital own or operate an off-site assisted-care living facility located in Tennessee? 0 YES Ci) NO 

If yes, please complete the following. 

 Down °operate °own and operate (Down in joint venture 

Name of Facility County City 

(Down °operate (Down and operate Down in joint venture 

Name of Facility County City 

13- Does your hospital own or operate a home for the aged located in Tennessee? 0 YES @ NO 

If yes, please complete the following. 

own ©operate (Down and operate °own in joint venture 

Name of Home County City 

Name of Home County City 

14. Does your hospital own or operate an urgent care center? 0 YES C) NO 

If yes, please complete the following. 

(Down ©operate Gown and operate (Down in joint venture 

Gown °operate (Down and operate Gown in joint venture 

Name of Center County City 
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°own °operate Gown and operate (Down in joint venture 

Name of Center County City 

15. Does your hospital own or operate a home health agency? 0 YES (i) NO 

If yes, please complete the following. 

Name of Agency:  Name of Agency: 

Location of Agency: City  County Location of Agency: City  County  

Number of Visits  Number of Visits  

Down °operate (Down and operate °own in joint venture ©own °operate (Down and operate Downn joint venture 

8 
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SCHEDULED- SERVICES (continued) State ID 90411 

16. Does your hospital own or operate an off-site nursing home located in Tennessee? 0 YES (1)  NO 

If yes, please complete the following. 

Gown Qoperate Qown and operate Qown in joint venture 

Name of Home 

Number of Beds - Total 0 = Medicare only (SNF)  

County 

+ Medicaid only (NF) 

City 

+ Medicare/Medicaid (SNF/NF) + Not Certified 

Qown 0 operate Gown and operate Qown in joint venture 

Name of Home County City 

Number of Beds - Total 0 = Medicare only (SNF) + Medicaid only (NF) + Medicare/Medicaid (SNF/NF) + Not Certified 

17. Does your hospital operate a hospital-based skilled nursing unit (subacute unit) licensed as a nursing home for skilled 

nursing care (excluding swing beds)? 0 YES 0 NO If yes, please complete the following. 

Name of SNF Number of Licensed Beds Number of Staffed Beds 

Number of Admissions Number of Patient Days 

18. Does your hospital own, operate, or contract a mobile unit that operates in Tennessee? OYES 

If yes, specify name(s) and whether owned, operated, or contracted. 

A. List mobile services 

C€ NO 

1 0 contract gown 0 operate Qown and operate Qown in joint venture # of visits 

2 0 contract 0 own Qoperate flown and operate ©own in joint venture # of visits 

3 0 contract Down 0 operate 0 own and operate 0 own in joint venture # of visits 

4 0 contract Qown 0 operate 0 own and operate 0 own in joint venture # of visits 

5 C contract Qown 0 operate C)own and operate 0 own in joint venture # of visits 

6 0 contract 0 own 0 operate 0 own and operate 0 own in joint venture # of visits 

 

B. List counties served (where you take the service): 

List counties for service 1 in 18A on line 1, for service 2 on line 2, etc. 

1 

2 

3 

4  
5 
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SCHEDULE D - SERVICES (continued) 

19. HOSPITAL-BASED SERVICES (See Explanation): 

State ID 90411 

  

Is This Seri/lee 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 ^i ltli Procedures 0 Procedures 0 

0 CD 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

0 (ft.) Patients 0 Patients 0 
Treatments 0 Treatments 0 

0 Iii Patients 0 Patients 0 
Treatments 0 Treatments 0 

0 0 Patients 0 Patients 0 
Encounters 0 

C) @ Treatments 0 Treatments 0 

0 fir ,.. 
Patients 0 Patients 0 
Treatments 0 Treatments 0 

Utilization of Selected Services 

A. Miscellaneous: 

Lithotripsy 

Percutaneous 

Exlracorporeal Shock Wave 
fixed units inside hospital 0  
fixed units off site 0 

if of mobile units 0  
days per week (mobile units) 0 

Renal Dialysis 
of dedicated stations 0 

Hemo Dialysis 

Peritoneal Dialysis 

B. Oncology/Therapies: 

Chemotherapy 

Hyperthermia 

Radiation Therapy-Megavoltage 
fixed units inside hospital 0 

fixed units off site 0 
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SCHEDULE D - SERVICES (continued) State ID 90411 
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Is This Serece 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0--ii ® Patients 0 Visits 0 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

0 ® Patients 0 Visits 0 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

0 (.3 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

0 iTe) Procedures 0 Procedures 0 

0 Q. Procedures 0 Procedures 0 

0 (:1 Procedures 0 Procedures 0 

0  (Le: 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

0 ® Procedures 0 Procedures 0 

0 (i) Procedures 0 Procedures 0 

Utilization of Selected Services  

C. Radiology: 

Computerized Tomographic 
Scanners CT/CAT 

# fixed units inside hospital 0 
# fixed units off site  
# of mobile units 0  

# days per week (mobile units) 0 

Ultrafast CT 
# fixed units inside hospital 0  
# fixed units off site 0  
# of mobile units 0  

# days per week (mobile units) 0 

Magnetic Resonance Imaging 
# fixed units inside hospital 0  
# fixed units off site 0 
# of mobile units 0  

days per week (mobile units) 0  

Nuclear Medicine 

Radium Therapy 

Isotope Therapy 

Positron Emission Tomography 
# fixed units inside hospital 0  
# fixed units off site 0  
# of mobile units 0  

# days per week (mobile units) 0  

Mammography 
# of ACR accredited units 0  
# other fixed units inside hospital 0  
# other fixed units off site 0  
# of mobile units 0  

# days per week (mobile units) 0  

Bone Densitometry 
# of units 0 
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Open Heart Surgery 
# dedicated ands 0 

E. Surgery: 

Inpatient 
# operating rooms 0 

Outpatient (one day) 
# dedicated 0 

F. Rehabilitation: 

Cardiac 

PH-0958 (Rev 06/08) 
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SCHEDULE D - SERVICES (continued) 

Note: Pediatric patients should be defined as patients 14 years old and younger. 

State ID 90411 

  

Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

In Cath Lab Setting Outside Cath Lab Setting 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 Lei' Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 (id Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 ® Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 (i)  Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 (de Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

To Inpatients To Outpatients 

(ii)  Adult Operations 0 
Pediatric Operations 0 

0 t Encounters 0 
Procedures 0 

0 (iir) Encounters 0 
Procedures 0 

0 Li!) Patients 0 Patients 0 

12 
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Utilization of Selected Service% 

D. Cardiac: 

Cardiac Catheterization 
Date Initiated  
# labs 0  

Intra-Cardiac or Coronary Artery 

Percutaneous Transluminal 
Coronary Angioplasty 

Stents 

All Other Heart Procedures 

All Other Non-Cardiac Procedures 

Thrombolytic Therapy 
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State ID 90411 SCHEDULE D - SERVICES (continued) 

H. Pain Management: 0 fit Patients 0 Patients 

0 0 Number of patient days 

0 YES iT!,i`i NO 

0 Number of admissions 

Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 ic Patients 0 Patients 0 
Episodes of Care 0 

(.1t) 0 iim Patients 188 Patients 0 
Episodes of Care 0 

0 Patients 0 Patients 0 
Episodes of Care 0 

, 
0 It Patients 0 Patients 0 

Episodes of Care 0 

0 ® Patients 0 Patients 0 
Episodes of Care 0 

(J Patients 0 Patients 0 
Episodes of Care 0 

0 Ali Patients 0 Patients 0 
Episodes of Care 0 

0 Q. Patients 0 Patients 0 
Episodes of Care 0 

0 (4) Patients 0 Patients 0 
Episodes of Care 0 

If yes, please complete the following. Number of assigned beds 

Do you have a dedicated outpatient physical rehabilitation unit? Q YES (Ili NO 

13 
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Orthotic Services 

Physical Therapy 

Prosthetic Services 

Speech/Language Therapy 

Therapeutic Recreational Service 

Do you have a dedicated inpatient physical rehabilitation unit? 

Utilization of Selected Services 

F. Rehabilitation (continued): 

Chemical Dependency 

Nutritional Counseling 

Pulmonary 

a Physical Rehabilitation: 

Occupational Therapy 

0 
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State ID 90411 SCHEDULE D - SERVICES (continued) 
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Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients 

Number 

To Outpatients 

Unit of 
Measure 

Unit of 

Measure Number 

0
 0

 0
  0

 0
 0

 0
0

 
0

 
0

 
0

 
0

 

ri 

lii) 

® 

Qt.) Deliveries 0 

(4) Deliveries 0 

(i11) Deliveries 0 

€it)  

fitiii) Patients 0 Visits 0 

(I, Infants Discharged 0 
Patient Days 0 

Cif? Infants Discharged 0 
Patient Days 0 

i Patient Days 0 

Utilization of Selected Services 

I. Obstetrics/Newborn: 

Pednatal Level of Care 

Level I 

Level II - A 

Level II - B 

Level III 

Cesarean Section Deliveries 

Non C-Section Deliveries 

Birthing Rooms 
# rooms 0 
# LDRP beds 0 

# LDR beds 0 

Labor Rooms 

# rooms 0 

Postpartum Services 
# beds 

Newborn Nursery 
# bassinets 0 

Premature Nursery 
# bassinets 0 

Isolation Nursery 
# bassinets 0 
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PH-0958 (Rev. 08/08) 

Is This Service Provided 
In Your Hospital? 

YES NO 

o 

o 
0 

o 

o firik 

o 

o 
o 
o 
o 

o 

o 

o 

o 

To Inpatients  
Unit of 

Measure Number 

Donors 

Donations 

Transplants 

Organs 

# Harvested 

rie Transplanted 

# Harvested 
# Transplanted 
# Harvested 
# Transplanted 

# Harvested 
# Transplanted 

# Harvested 
# Transplanted 
# Harvested 
# Transplanted 

Donors 

Donations 
Transplants 

Tissues 

# Harvested 
# Transplanted 

# Harvested 
# Transplanted 
# Harvested 
# Transplanted 
# Harvested 
# Transplanted 
# Harvested 
# Transplanted 
# Harvested 
# Transplanted 
# Harvested 
# Transplanted 

To Outpatients  
Unit of 

Measure Number 

# Transplanted 

# Transplanted 

# Transplanted 

# Transplanted 

# Transplanted 

# Transplanted 

# Transplanted 

Utilization of Selected Services 

I Transplants 
Organs 

Total Donors 

Total Harvested 
Transplants 

Organ Bank 

Type of Organ: 
Heart 

Liver 

Kidneys 

Pancreas 

Intestine 

Any Other 

Tissues 
Total Donors 

Total Harvested 
Transplants 
Tissue Bank 

Type of Tissue: 
Eye 

Bone 

Bone Marrow 

Connective 

Cardiovascular 

Stem Cell 

Other 

0  

0  
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State ID 90411 SCHEDULE D - SERVICES (continued) 
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Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0
 
0

 
0

 
0

 
0

 
0

  
0

 
0

 
0

 
0

 
0

 
0

 
0

 

Q. Patients 0 

iiii* Patients 0 Patients 0 
. Patients 0 Patients 0 

(AD Patients 0 Patients 0 
Patient Days 0 

91i) Patients 0 
Patient Days 0 

C) Patients 0 
Patient Days 0 

Cil Patients 0 
Patient Days 0 

0 Patients 0 
Patient Days 0 

li  Patients 0 
Patient Days 0 

* Patients 0 
Patient Days 0 

r- TAJ Patients 0 
Patient Days 0 

0 Patients 0 
Patient Days 0 

5.i) Patients 0 
Patient Days 0 
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Utilization of Selected Services 

K. Other: 

Hyperbaric Oxygen Therapy 

Gamma Knife 

Cyberknife 

L. Intensive/Intermediate: 

Burn Care Unit 
# beds 0 

Cardiac Care Unit 
# beds 0 

Medical Intensive Care Unit 
# beds 0 

Mixed Intensive Care Unit 
# beds 0 

Neonatal Intensive Care Unit 
# beds 0 

Neonatal Intermediate Care Unit 
# beds 0 

Pediatric Care Unit 
# beds 0 

Stepdown ICU 
# beds 0 

Stepdown CCU 
# beds 0 

Surgical Intensive Care Unit 
# beds 0 
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I Services 

Is This Sery 
in Your Hospital? 

YES 

ce Provided 

NO 

To Inpatients To Outpatients 

Unit of 

Measure Number 
Unit of 

Measure Number 

Cate (continued): 

0 U Patients 0 

Is 0 Patient Days 0 

0 @ Patients 0 

N 0 Patient Days 0 

Hospitalization Q.  0 Patients 2,529 

ive Outpatient Care 0 Q Patients 0 

Treatment 0 @ Patients 0 Patients 0 

Treatments 0 Treatments 0 

Treatment Q @ Patients 0 Patients 0 

Treatments 0 Treatments 0 

e Ventilated Room 

beds 0 
0 @ 

Utilization of Selecte 

L. Intensive/Interne 

Other, specify 

Number of be 

Other, specify 

Number of be 

M. Psychiatric Partia 

N. Psychiatric Intens  

O. Electroconvulsive 

P. Other Convulsive 

O. Negative Pressur 

If yes, number of 

SCHEDULE D - SERVICES (continued) State ID 90411 

   

R. 23 Hour Observation 0 YES NO Outpatients 

S. Cancer Patients: 

1. How many patients were diagnosed with cancer at your facility during this reporting period? 0  

2. How many patients were both diagnosed and provided the first course of treatment for cancer at your facility during this reporting period? 

3. How many patients were diagnosed elsewhere but provided the first course of treatment at your facility during this reporting period? 

0 

0 

9
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SCHEDULE E- FINANCIAL DATA State ID  90411 

Dates covered from 07/01/2009 to 06/30/2010 Use zeros where applicable. Do not leave blank lines in this schedule.  

A. CHARGES (for reporting period only. Do not include revenue related losses; round to the nearest dollar.) 

Gross Patient Adjustments 

1. Government Charges minus To Charges 

a) Medicare Inpatient - Total (include managed care) $13739,715 $9,359,480 

1) Medicare Managed Care - Inpatient $1,337.018 $880,215  

b) Medicare Outpatient- Total (include managed care) $141,580 $103,630 

1) Medicare Managed Care - Outpatient $31,373 $18,924 

c) Medicaidgenneare Inpafient1  (for EAH use 7.b.2.) $1,301,990 $1,235,575 

d) Medicald/TennCare Outpatient" (for EAH use 7.b.2.) $0 $0 

e) Other $2,074,943 $1,259,421  

I) Total Government Sources $17,258,228 $11,958,106 
'see instrtictions Cover Tennessee  

a) Cover TN $29,309 $17.779 

b) Cover Kids $166,668 $96,673 

c) Access Tennessee $26,586 $16,884 

d) Total Cover Tennessee $222,563 $131 336 

Nongovemment 

a) Self-Pay $6,559,530 - $5,286,561 

b) Blue Cross Blue Shield $1,865,308 - $1,138,769 

c) Commercial Insurers (excludes Workers Comp) $7,863,972 - $5,148,759 

d) Workers Compensation $0 - $0 

e) Other $6,776,733 - $5.515,297 

O Total Nongovernment Sources $23,065,543 - $17,089,386 

4. Totals  

a) Total Inpatient (excludes Newborn) $39,923,985  

b) Newborns $0  

c) Total Inpatient (includes Newborn) (A4a )- A4b) $39,923,985 $28,882,239 

d) Total Outpatient $622,349 $296,589 

e) Grand Total (Alf t A2d + A3f) $40,546,334 $29,178,828 

5. Bad Debt  

a) Medicare Enrollees $157,129 

b) Other Government $53,954 

c) Cover Tennessee $0 

d) Blue Cross and Commercially Insured Patients $391,177 

e) All Other $50,388 

1) Total Bad Debt $652,648 

Nongovernment and Cover Tennessee Adjustments to Charges  

a) Nongovemment Contractual $16,562,600 Amount of discounts provided 

b) Cover Tennessee Contractual $131,336 

c) Charity Care - Inpatient $84,355 

d) Charity Care - Outpatient $866 $85,221 $737,869  

e) Other Adjustments, specify types $0 Total Charity Total Charity plus Bad Debt 

f) Total Nongovernment Adjustments $16,779,157 (A6c + A6d) (A5f + A6c + A6d) 

18 
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equals 
Net Patient 
Revenue 

= $4,380235 
= $456,803 
= $37,950 
= $12449 
. $66,415 

= $0 
= $815,522 

= $5,300,122 

= $11,530 
= $69,995 
= $9,702 
= $91,227 

= $1,272,969 
= $726,539 

= $2,715,213 

= $0 
= $1,261,436 

= $5,976,157 

= $11,041,746 

= $325,760 

= $11,367,506 

to uninsured patients 5245,349 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
4
6
9



SCHEDULE E- FINANCIAL DATA (continued) State ID 90411 

A. CHARGES (continued) 

7. Other Operating Revenue 

a) Tax appropriations  

b) State and Local government contributions: 

1) Amount designated to offset indigent care 

2) Essential Access Hospital (EAFI) payments  

3) Critical Access Hospital (CAN) payments 

4) Amount used for other  

5) Total  

c) Other contributions: 

1) Amount designated to offset indigent care  

2) Amount used for other  

3) Total  

d) Other (include cafeteria, gift shop, etc.)  

e) Total other operating revenue  

(A7a A7b5 + A7c3 + A7d) 

8. Nonoperating Revenue (No negative 
numbers) Losses or expenses should be 
reported in B2g.) 

a) Contributions $0 

b) Grants $0 

c) Interest Income $0 

d) Other $13,140 

e) Total nonoperating revenue  $13,140 

(add ABa through A6d) 

 

f) TOTAL REVENUE $12,014,640 

(Net A4e + A7e+ ABe) 

B. EXPENSES (for the reporting period only; round to the nearest dollar) 

1. Payroll Expenses for all categories of per-
sonnel specified below; (see definitions page) 

a) Physicians and dentists (include only salaries) 

b) Medical and dental residents (include 
medical and dental &Items)  

c) Trainees (medical technology, x-ray therapy, 
administrative, and so forth)  

d) Registered and licensed practical nurses  

e) All other personnel  

f) Total payroll expenses  

(add Bla through B1e) 

Nonpayroll Expenses 

a) Employee benefits (social security, group 
insurance, retirement benefits) $1,973.559 

b) Professional fees (medical, dental, legal, 
auditing, consultant and so forth)  $2,344,523 

c) Contracted nursing services (include staff from 
nursing registries, service contracts, and 
temporary help agencies)  

d) Depreciation expense  

e) Interest expense  

f) Energy expense  

g) All other expenses (supplies, purchased services, 
nonoperatmg expenses, and so forth)  

h) Total nonpayroll expenses (add B2a through 02g) 

i) TOTAL EXPENSES (add Btf + B2h)  $15,013,998 

$0 

$0 

$486,903 

$0 

$0 

$486,903 

$0 

$0 

$0 

$633,994 

$0 

$0 

$0 

$2$65581 

$4504499 

$7,370,380 

$56,452 
$532,014 

$709,469 

$98,715 

$1,930,886 

$7,643,618 
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3. Are system overhead/management fees 
included in your expenses?  
If yes, specify amount  

YES 0 NO 

$1,047,453 
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2. Local Property Taxes Paid Curing the Reporting Period: 3. Other Local, State, or Federal Taxes: 

a) Taxes on the Inpatient Facility $0 (exclude sales tax) 

b) Taxes on all Other Property $0 $68 

K. 1. Federal Income Tax: 

$0 

L. Does your hospital bill include charges incurred for the following professional services? 

Radiology - 0 YES NO Pathology- 0 YES (.3 NO Anesthesiology- 0 YES (ia NO Other - Specify 
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SCHEDULE E- FINANCIAL DATA (continued) State ID 90411 

C. CURRENT ASSETS 

1. Current Assets is defined as the value of cash, accounts receivable, inventories, marketable securities and other assets that could be converted to cash in less than 1 year. 

What were your current assets on the last day of your reporting period (specified in Schedule A7 on page 2)? $4,416,867  

Net receivables are defined as the collectibles as of the last day of your reporting period, whether or not they are currently du& 

2. What were your net receivables on the last day of your reporting period? $1,464,058 

D. FIXED ASSETS recorded on the balance sheet at the end of the reporting period (include actual or estimated value of plant/equipment that is leased). 

1. Gross plant and equipment assets (including land, building, and equipment) $8,569,739 

2. LESS: Deduction for accumulated depreciation $2,334,111 

3. NET FIXED plant and equipment assets (0.1. Less D.2.; if zero please explain on separate sheet) $6,235,628 

E. OTHER ASSETS recorded on the balance sheet at the end of the reporting period (include assets not included above as current or fixed assets). 

What were your other assets on the last day of your reporting pedod (specified in Schedule AT on page 2)? $0  

F. TOTAL ASSETS 
Total Assets Is the sum of current assets, fixed assets and other assets (C.1.+0.3.+E.). 

What were your total assets on the last day of your reporting period (specified in Schedule A7 on page 2)? $10,652,495 

 

G. CURRENT LIABILITIES 
Current liabilities is defined as the amount owed for salaries, interest, accounts payable, and other debts due within one (1) year. What were your current liabilities on the last day 

of your reporting period? $1,735,672  

H. LONG TERM LIABILITIES 

1. Long Term Liabilities is defined as the amount owed for leases, bond repayment and other items due after one (1) year. What were your long term liabilities on the 

last day of your reporting period? $224,663 

2. Long Term Debt is defined as the value of obligations of over 1 year that require interest to be paid. What was your long term debt on the last day 

of your reporting period? $0  

OTHER LIABILITIES 
Other liabilities includes those liabilities not reported as current (item G.) or long term (item H.1.). 

What were your total liabilities on the last day of your reporting period (specified in Schedule A7 on page 2)? 51,960,355 

  

J. CAPITAL ACCOUNT 
Capital Account includes Fund Balance or Stockholders Equity and all general, specific purpose, restricted or unrestricted funds. The Capital Account is the excess of assets over its iabilities. 

What was your capital account on the last day of your reporting period? $8,692.140  

Note: Total Assets should equal Liabilities plus Capital Account (i.e. item F.8G.+H.1.+1.+J.). 
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SCHEDULE E - FINANCIAL DATA (continued) State ID 90411 

  

M. TennCare Utilization and Revenue: 

1. Inpatient Utilization and Revenue for TennCare Managed Care Organizations: 

MCO NUMBER OF ADMISSIONS NUMBER OF PATIENT DAYS GROSS REVENUE NET REVENUE 
AmeriChoice East (John Deere) 0 0 $0 $0 
AmeriChoice (Middle) 0 0 $0 $0 
AmeriGroup 0 0 $0 $0 
Blue Care 2 10 $18,365 $4,000 
PHP 0 0 $0 $0 
TennCare Select 1 6 $10,773 $2,400 
TLC Family Care 0 0 $0 $0 
UAHC (Omnicare) 0 0 $0 $0 
Unison Health Plan 0 0 $0 $0 
TennCare, MCO 0 0 $0 $0 
Total MCO 3 16 $29,138 $6,400 

BHO 
TBH 40 280 $542,379 $83,824 
Premier 296 1,797 $3,624,067 $1,108,386 
Total BHO 336 2,077 $4,166,446 $1,192,210 

2. Outpatient Utilization and Revenue for TennCare Managed Care Organizations: 

MCO NUMBER OF PATIENTS NUMBER OF VISITS GROSS REVENUE NET REVENUE 
AmeriChoice East (John Deere) 0 0 $0 $0 

AmeriChoice (Middle) 0 0 $0 $0 

AmeriGroup 0 0 $0 $0 
Blue Care 0 0 $0 $0 
PHP 0 0 $0 $0 
TennCare Select 0 0 $0 $0 
TLC Family Care 0 0 $0 $0 
UAHC (Omnicare) 0 0 $0 $0 
Unison Health Plan 0 0 $0 $0 
TennCare, MCO 0 0 $0 $0 

Total MCO 0 0 $0 $0 
BHO 

TBH 0 0 $0 $0 
Premier 0 0 $0 $0 

Total BHO 0 0 $0 $0 
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SCHEDULE F- BEDS AND BASSINETS State ID 90411 

1. PLEASE GIVE THE NUMBER OF: 

A. TOTAL LICENSED ADULT AND PEDIATRIC BEDS AS OF THE LAST DAY OF THE REPORTING PERIOD 
(exclude beds in a sub-acute unit that are licensed as nursing home beds) 84  

B. The number of adult and pediatric staffed beds set up, staffed and in use as of the last day of the reporting period. 
C. NEWBORN NURSERY BASSINETS AS OF THE LAST DAY OF THE REPORTING PERIO 0  
D. Licensed Beds that were not staffed at any time during the reporting period. 0  

2. STAFFED ADULT, PEDIATRIC, AND NEONATAL BEDS (exclude newborn nursery, include neonatal care units): 

Was there a temporary or a permanent change in the total number of beds set up and staffed during the period? 
If yes, give beds added or withdrawn (show increase by + and decrease by -) and date of change. 

Bed change (+ or -) 9 Bed change (+ or -) 0 Bed change (+ or -) 0 Bed change (+ or -) 0 

Date: 11/18/2009 Date: Date: Date: 

3 SWING BEDS: 

A. Does your facility utilize swing beds? 0 YES (i+) NO If yes, number of Acute Care beds designated as Swing Beds. 

B, PLEASE SPECIFY THE FOLLOWING FOR BEDS WHEN USED FOR LONG TERM SKILLED OR INTERMEDIATE CARE: 

(How many admissions and how many days did you provide in the fol owing categories?) 
INTERMEDIATE CARE ADMISSIONS PATIENT DAYS 

Private Pay 0 
Other 0 0 
Total 0 0 

SKILLED CARE ADMISSIONS PATIENT DAYS 
Commercial 0 0 
Blue Cross 0 0 
Medicare 0 0 
Private Pay 0 0 
Other 0 0 
Total 0 0 

84 

@ YES 0 NO 
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SCHEDULE F - BEDS AND BASSINETS (continued) State ID 90411 

   

4. A. Number of Beds Set Up and Staffed on a typical day 

SERVICE BEDS 

Medical 0 

Surgical 0 

Medical/Surgical 0 

Obstetrics 0 

Gynecological 0 

OB/GYN 0 

Pediatric 0 

Eye 0 

Neonatal Intensive Care 0 

Neonatal Intermediate Care 0 

Intensive Care (excluding Neonatal) 0 

Orthopedic 0 

Urology 0 

Rehabilitation 0 

ChroniWExtended Care 0 

Pulmonary 0 

Psychiatric 84 

Psychiatric specifically for Children and Youth under age 18 0 

Psychiatric specifically for Geriatric Patients 0 

Chemical Dependency 0 

Chemical Dependency specifically for Children and Youth under age 18 0 

Chemical Dependency specifically for Geriatric Patients 0 

Swing Beds (for long term skilled or intermediate care) 0 

Other, specify 0 

Unassigned 0 

TOTAL 84 

B. Number of Patients in hospital on a typical day. Exclude normal newborns (See Instructions), 

long term skilled or intermediate patients. 54 

5. OBSERVATION BEDS 

A. Do you use inpatient staffed beds for 23-hour observation? 0 YES Ce) NO If yes, number of beds 0 

B. Do you have beds assigned to dedicated 23-hour observation unit? 0 YES /) NO If yes, number of beds 0 

C. Do you have beds in a "same-day-surgery" unit that are used for both same-day surgery and 23-hour observation? 0 YES 0 NO 

If yes, number of beds 0 
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SCHEDULE G - UTILIZATION State ID 90411 

   

1. INPATIENT UTILIZATION (include normal newborns) 
Patient Census Records: 

Please indicate whether you are reporting Admissions and Inpatient Days 0 
or Discharges and Discharge Patient Days (it 

2. UTILIZATION BY MAJOR DIAGNOSTIC CATEGORIES: 

MAJOR DIAGNOSTIC CATEGORIES 
ADMISSIONS 

OR 
DISCHARGES 

INPATIENT DAYS 
OR 

DISCHARGE PATIENT DAYS 
01 Nervous System 9 87 
02 Eye 0 0 
03 Ear, Nose, Mouth and Throat 0 0 
04 Respiratory System 3 9 
05 Circulatory System 0 0 
06 Digestive System 2 23 

07 Hepatobiliary System & Pancreas 0 0 
08 Musculoskeletal Sys. & Connective Tissue 0 0 
09 Skin, Subcutaneous Tissue & Breast 0 0 
10 Endocrine, Nutritional & Metabolic 1 20 
11 Kidney & Urinary Tract 0 0 

12 Male Reproductive System 0 0 

13 Female Reproductive System 0 0 
14 Pregnancy, Childbirth & the Puerperium 2 13 

15 Normal Newborns & Other Neonates with 
Conditions Originating in the Perinatal Period 

0 0 

16 Blood and Blood Forming Organs and 
Immunological Disorders 

0 0 

17 Myeloproliferative Disorders & Poorly Differentiated 
Neoplasms 

0 0 

18 Infectious & Parasitic Diseases 1 22 
19 Mental Diseases & Disorders 2,844 17,417 
20 Alchohol/Drug Use & Alcohol/Drug-Induced 

Organic Mental Disorders 
448 1,981 

21 Injuries, Poisoning, & Toxic Effects of Drugs 0 0 
22 Burns 0 0 
23 Factors Influencing Health Status and Other 

Contacts with Health Services 
0 0 

24 Multiple Significant Trauma 0 0 
25 Human Immunodeficiency Virus Infections 0 0 
26 Other DRGs Associated with All MDCs 0 0 
TOTAL 3,310 19,572 
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SCHEDULE G - UTILIZATION (continued) State ID 90411 

UTILIZATION BY REVENUE SOURCE (excluding normal newborns —see Instructions) 

Patients should be categorized according to primary payer and counted only once. 
Please indicate whether you are reporting Admissions and Inpatient Days 0 or Discharges and Discharge Patient Days GO' 

ADMISSIONS 
OR 

DISCHARGES 

591 

INPATIENT DAYS 
OR OUTPATIENT 

DISCHARGE PATIENT DAYS VISITS* 

3,214 

167 889 

35 205 

486 2,592 

0 0 

3 39 

0 0 

450 2,744 

966 6,566 

759 5.359 

0 0 

612 3,323 

3,310 19,572 

a) Self Pay 

b) Blue Cross/Blue Shield 

c) Champus/TRICARE 

d) Commercial Insurance 
(excludes Workers Comp) 

e) Cover TN 

f) Cover Kids 

g) Access TN 

h) Medicaid/Tenncare 

i) Medicare-Total 

Medicare Managed Care 

j) Workers Compensation 

k) Other 

I) Total 

178 

391 
0 

1,152 

0 

0 

0 

131 

668 

284 

0 

9 

2,529 
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* Should include emergency department visits and hospital outpatient visits 

4 NUMBER OF PATIENTS SY AGE GROUP (excluding normal newborns— see Instructions) 

Please indicate whether you are reporting 

Age 

Under 15 years 

Admissions and Inpatient Days 0 or Discharges and Discharge Patient Days 0 

ADMISSIONS INPATIENT DAYS 
OR OR OUTPATIENT 

DISCHARGES DISCHARGE PATIENT DAYS VISITS' 

122 912 

15-17 years 194 1,302 

18-64 years 2,875 16,386 

65-74 years 91 714 

75-84 years 20 165 

85 years 8 older 8 93 

GRAND TOTAL 3,310 19,572 

' Should include emergency department visits and hospital outpatient visit 
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County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

01 Anderson 5 28 
02 Bedford 0 0 

03 Benton 1 9 

04 Bledsoe 0 0 

05 Blount 3 23 
06 Bradley 1 5 
07 Campbell 0 0 
08 Cannon 0 0 
09 Carroll 0 0 
10 Carter 260 1,649 
11 Cheatham 0 0 
12 Chester 0 0 
13 Claiborne 3 14 
14 Clay 0 0 
15 Cocke 12 74 
16 Coffee 0 0 

17 Crockett 0 0 
18 Cumberland 0 0 
19 Davidson 2 5 
20 Decatur 0 0 
21 DeKalb 0 0 

22 Dickson 0 0 
23 Dyer 0 0 

24 Fayette 0 0 
25 Fentress 0 0 
26 Franklin 0 0 

27 Gibson 0 0 

28 Giles 1 6 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

5. PATIENT ORIGIN (excluding normal newborns -- see Instructions) 
Indicate usual residence of patients and number of patient days. Please indicate whether you are reporting 

Admissions and Inpatient Days Q or Discharges and Discharge Patient Days tie 

— List only those counties in other states that represent at least 1 percent of the total admissions or discharges to your hospital. 
If you have fewer than 500 total discharges or admissions annually, list only those counties that represent at least 2 percent 
of your total admissions or discharges. 
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County it Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

29 Grainger 7 27 
30 Greene 296 1,757 
31 Grundy 0 0 
32 Hamblen 19 107 
33 Hamilton 1 7 
34 Hancock 24 132 
35 Hardeman 0 0 
36 Hardin 0 0 
37 Hawkins 254 1,452 
38 Haywood 0 0 
39 Henderson 0 0 
40 Henry 0 0 
41 Hickman 0 0 
42 Houston 0 0 
43 Humphreys 0 0 
44 Jackson 0 0 
45 Jefferson 8 25 
46 Johnson 115 699 
47 Knox 17 107 
48 Lake 0 0 
49 Lauderdale 0 0 
50 Lawrence 0 0 
51 Lewis 0 0 
52 Lincoln 0 0 
53 Loudon 1 6 
54 McMinn 0 0 
55 McNairy 0 0 
56 Macon 0 0 
57 Madison 0 0 
58 Marion 0 0 
59 Marshall 0 0 
60 Maury 0 0 
61 Melo 0 0 
62 Monroe 0 0 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

5. PATIENT ORIGIN (continued) 
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County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

63 Montgomery 0 0 

84 Moore 0 0 

65 Morgan 0 0 

66 Obion 0 0 

67 Overton 0 0 

68 Perry 0 0 

69 Pickett 0 0 

70 Polk 1 5 

71 Putnam 0 0 

72 Rhea 0 0 

73 Roane 2 12 

74 Robertson 0 0 

75 Rutherford 1 10 

76 Scott 0 0 

77 Sequatchie 0 0 

78 Sevier 3 47 

79 Shelby 0 0 

80 Smith 0 0 

81 Stewart 0 0 

82 Sullivan 952 5,587 

83 Sumner 0 0 

84 Tipton 0 0 

85 Trousdale 0 0 

86 Unicoi 108 603 

87 Union 0 0 

88 Van Buren 0 0 

89 Warren 0 0 

90 Washington 902 5,322 

91 Wayne 0 0 

92 Weakley 0 0 

93 White 0 0 

94 Williamson 0 0 

95 Wilson 0 0 

96 TN County Unknown 0 0 

Tennessee Total 2,999 17,718 
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SCHEDULE G - UTILIZATION ( ontinued) State ID  90411 

5. PATIENT ORIGIN (continued) 
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State 8. County Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

ALABAMA COUNTIES: 
(Specify) 

) 0 0 
2) 0 0 
Other Alabama Counties 0 0 
Alabama Total 0 0 

GEORGIA COUNTIES: 
(Specify) 

) 0 0 

2) 0 0 
Other Georgia Counties 0 0 
Georgia Total 0 0 

MISSISSIPPI COUNTIES: 

) 
2)

Tify) 
0 0 
0 0 

Other Mississippi Counties 0 0 
Mississippi Total 0 0 

ARKANSAS COUNTIES: 
(Specify) 
1)  Pulaski 1 3 

2)  0 0 
Other Arkansas Counties 0 0 
Arkansas Total 1 3 

MISSOURI COUNTIES: 
(Specify) 
1)  0 0 
2)  0 0 
Other Missouri Counties 0 0 
Missouri Total 0 0 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

5. PATIENT ORIGIN (continued) 
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State & County Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

KENTUCKY COUNTIES: 
(Specify) 
1)  Haden 3 19 
2)  Belt 2 16 
Other Kentucky Counties 2 10 
Kentucky Total 7 45 

VIRGINIA COUNTIES: 
(ffy) 
1) Scott 63 367 

2) Washington 39 267 
Other Virginia Counties 172 997 
Virginia Total 274 1,631 

NORTH CAROLINA COUNTIES: 
(Siecify) 
1) Avery 3 39 
2) Buncombe 2 15 
Other North Carolina Counties 5 16 

North Carolina Total 10 70 

OTHER STATES: 

(SritY) 
1) Texas 3 15  
2) West Virginia 2 15 
Alt Other States and Countries 14 75 

RESIDENCE UNKNOWN: 0 0 
GRAND TOTAL 3,310 19,572 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

5. PATIENT ORIGIN (continued) 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
4
8
1



SCHEDULE G - UTILIZATION (continued) State ID  90411 

6. Delivery Status: 

A. Number of Infants Born Alive  

B. Number of Deaths of Infants Born Alive 0  

C. Number of Fetal Deaths (500 grams or more or in the absence of weight, 22 weeks or more gestation) 0 
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SCHEDULE H - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS State ID 90411 

. TYPE OF UNIT - PSYCHIATRIC: 

A. Do you have a dedicated psychiatric unit? @ YES 0 NO If yes. please complete items on this page and on the next page. 

B. Do you have a designated Gem-Psychiatric Unit? .0 YES @ NO 

2. BEDS 
A. Number of assigned beds 84 

B. Date unit opened 06101/1985 

3. UTILIZATION BY AGE GROUPS: 

Please indicate if you are reporting Admissions and Inpatient Days ® or Discharges and Discharge Patient Days. 0 

Inpatient 
Partial Care or 
Day Hospital Outpatient 

AGE GROUPS 
Number of 
Patients on 

September 30 

Number of 
Admissions or 

Discharges 

Number of Inpatient 
or Discharge 
Patient Days 

Number 
of 

Sessions 

Number 
of 

Visits 

Children and/or 
Adolescents 
Ages 0-17 

2 329 1,988 253 0 

Adults 
Ages 18 - 64 

4 2,833 17,094 2,175 0 

Elderly 
Ages 65 and 

older 

0 132 795 101 0 

Total 
6 3,294 19,877 2,529 0 

4. Is the psychia ric service managed under a management contract different from the hospital itself? 0 YES 0 NO 

If yes, please specilfy name of organization that manages the unit. 

5. Do you have contracts with Behavioral Health Organizations? @ YES 0 NO 

6. Does your hospital use: If Yes, Number of Patients Number of Times Seclusion 
Secluded or Restrained or Restraint was Initiated 
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A. Seclusion 

B. Mechanical Restraints 

C. Physical Holding Restraints 

D. Chemical Restraints 

@ YES 

@ YES 

O YES  
0 YES 

O NO 

O NO 

@ NO 

@ NO 

Age 0-17 Age 18+ Age 0-17 Age 18+ 

0 0 0 0 

8 21 27 46 

O 0 0 0 

O 0 0 0 
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SCHEDULE H - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued) State ID 90411 

7. FINANCIAL DATA - PSYCHIATRIC 

INPATIENT 
CHARGES plus 

OUTPATIENT 
CHARGES equals 

TOTAL 
CHARGES minus 

ADJUSTMENTS 
TO CHARGES equals 

NET PATIENT 
REVENUE 

A. GROSS PATIENT REVENUE & NET 
PATIENT REVENUE BY PAYER: 

1. Self Pay $6,566,308 + $8,114 = $6,574,422 $5,283,868 = $1,290,554 

2. Blue Cross/Blue Shield $1,772,544 + $91,477 = $1,864,121 $1,200,771 = $663,350 

3. Champus/TRICARE $0 + $0 $0  $0 = $0 

4. Commercial Insurance (excludes Workers Comp) $5,622,322 + 5295,850 = $5,918,172 $3,745,839 = $2,172,333 

E Cover TN $0 $0 = $0 $0 = $0 

6. Cover Kids $0 + $0 = $0 $0 = $0 

7. Access TN $0 + $0 - $0 $0 = $0 

8. Medicald/Tenncare $11062,825 + $65,881 = $11,128,706 - $8,288,620 = $2,840,086 

9. Medicare - Total $13,704,298 + $158,137 = $13,862,435 - $9 493 875 = $4,368,560 

Medicare Managed Care $1,358,496 + $35,042 = $1,393,538 - $934,534 = $459,004 

10. Workers Compensation $0 + $0 = $0 - $0 = $0 

11. Other $1,195,587 + $2,890 = $1,198,477 - $678,952 = $519,525 

B. NON-GOVERNMENT ADJUSTMENTS 
TO REVENUE 

1. Bad Debt $60.271 

2. Charity Care $85,221 

3. Contractual Adjustments $28,014,327 

4. Total 528,169,819 

5. Amount of discounts provided to uninsured patients $491,987 

8. A. SERVICE CHARGES INPATIENT 
CHARGES 

OUTPATIENT 
CHARGES 

1. Routine Treatment $0 $0 

2. Ancillary Services $8,599,463 $12,964 

3. Other $0 $0 

4. Total $8,599,463 $12,964 

B. Do these charges include physicians' fees? 0 YES Gi) NO 
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SCHEDULE H- PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued) State ID 90411 

1 TYPE OF UNIT - CHEMICAL DEPENDENCY: 

Do you have a dedicated chemical dependency unit? 9 YES 

2. BEDS 

A. Number of assigned beds 

B. Date unit opened  

®, NO If yes, please complete items on this page and on the next page. 

0 

UTILIZATION BY AGE GROUPS: 

Please indicate if you are reporting Admissions and Inpatient Days 0 or Discharges and Discharge Patient Days. 

Inpatient 
Partial Care or 
Day Hospital Outpatient Residential Care 

AGE GROUPS 
Number of 
Patients on 

September 30 

Number of 
Admissions or 

Discharges 

Number of Inpatient 
or Discharge 
Patient Days 

Number 
of 

Sessions 

Number 
of 

Visits 

Number 
of 

Visits 

Children and/or 
Adolescents 
Ages 0-17 

0 0 0 0 0 0 

Adults 
Ages 18 - 64 

0 0 0 0 0 0 

Elderly 
Ages 65 and 

older 

0 0 0 0 0 0 

Total 
0 0 0 0 0 0 

4. Is The chemical dependency service managed under a management contract different from the hospital itself? 0 YES C't NO 

If yes, please specilfy name of organization that manages the unit. 

5. Do you have contracts with Behavioral Health Organizations? 9 YES 9 NO 
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SCHEDULE H- PSYCHIATRIC 

6. FINANCIAL DATA - CHEMICAL DEPENDENCY 

INPATIENT 
CHARGES 

AND 

plus 

CHEMICAL DEPENDENCY UNITS (continued) 

OUTPATIENT TOTAL 
CHARGES equals CHARGES minus 

ADJUSTMENTS 
TO CHARGES equals 

State ID 90411 

NET PATIENT 
REVENUE 

A. GROSS PATIENT REVENUE & NET 
PATIENT REVENUE BY PAYER: 

1. Self Pay $0 + $0 = $0 - $0 o $0 

2. Blue Cross/Blue Shield SD + $0 = SO - $0 o SO 

1 Champus/TRICARE SO + $0 = $0 - SO = $O 

4. Commercial Insurance (excludes Workers Comp) $0 + SO = $0 - SO = $0 

5. Cover TN $0 + $0 = $0 - $0 = $0 

6. Cover Kids $0 + $0 = $0 - $D = $0 

7. Access TN $0 + $0 = $0 - $0 = $0 

8. Medicaid/Tenncare $0 + $0 = $0 - $0 = SO 

9. Medicare-Total $0 + SO = SO - $s = $0 

Medicare Managed Care $0 + SO = $0 - $0 = SO 

10. Workers Compensation $0 + $0 = $0 - $0 = $0 

11. Other $0 + $0 = SO - $0 = $0 

B. NON-GOVERNMENT ADJUSTMENTS 
TO REVENUE 

1.  Bad Debt $0 

2.  Charity Care SD 

3.  Contractual Adjustments $0 

4.  Total SD 

5.  Amount of discounts provided to uninsured patients $0 

7. A. SERVICE CHARGES INPATIENT 
CHARGES 

OUTPATIENT 
CHARGES 

1. Routine Treatment 50 $0 

2. Ancillary Services $0 $0 

3. Other $0 $O 

4. Total $0 $0 

B. Do these charges include physicians' fees? 0 YES 3 NO 
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1. What is the direct telephone number 

2. Is the Emergency Department managed 
If yes, with whom is the contract held? 

3. Emergency Department: 

into your Emergency 

under a 

SCHEDULE I- EMERGENCY DEPARTMENT 

Department? 

itself? 

State ID 

0 YES t7 NO 

90411 

management contract different from the hospital 

Number of visits by payer: 

A. Self Pay 0 H. Medicaid/Tenncare L. Grand Total 0 

B. Blue Cross/Blue Shield 0 AmeriChoice East (John Deere) 0 
AmeriChoice (Middle) 0 

C. Champus/TRICARE 0 Amen 

D. Commercial Insurance 0 Blue Care 0 

(excludes Workers Comp) PHP 0 
TennCare Select 0 

E. Cover TN 0 TLC Family Care 0 

F. Cover Kids 0 UAHC (Omnicare) 0 
Unison Health Plan 0 

G. Access TN 0 TennCare, MCO Unspecified 0 

TBH 0 
Premier 0 

TennCare Total 

I. Medicare-Total 0 
Medicare Managed Care 0 

J. Workers Compensation 0 

K. Other 0 

4. Is your Emergency Department staffed 24 hours per day? C YES Q NO If no, please give hours covered. 0 
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SCHEDULE I - EMERGENCY DEPARTMENT (continued) State ID  90411 

5. Indicate the number of the following personnel available in the hospital on a normal day and 
how many are available to the Emergency Department. 

A. PHYSICIANS: 

ON HOSPITAL 
CAMPUS 

IN EMERGENCY 
DEPARTMENT 

Board certified in Emergency Medicine 0 0 
Board eligible in Emergency Medicine 0 0 
Declared Speciality of Emergency Medicine 0 0 
Board Certified Psychiatrists 0 0 
Other Physicians Available to Emergency Department 0 0 

B. NURSES: 
Nurse Practitioners 0 0 
R.N.'s with formal emergency training and experience 0 0 

Other R.N.'s 0 0 
L.P.N.'s and other nursing support personnel 0 0 
Clerical Staff 0 0 

C. OTHER: 
E.M.T. 0 0 
E.M.T. advanced 0 0 
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SCHEDULE I - EMERGENCY DEPARTMENT (continued) 

6. SUPPORTIVE SERVICES: 
YES 

A. COMMUNICATIONS: 

Two-Way radio in ER with Access to: 

State ID 90411 

NO 

Central Emergency Dispatch Center 0 

Ambulances 0 

Other hospitals O t•1  

B. HELIPORT: 0 (i) 

C. PHARMACY IN ER: 

a BLOOD BANK: 

0 0 

Fully stocked 0 4.) 

Common blood types only 

Blood expanders 0 

7. Do you have dedicated centers for the provision of specialized emergency care for the following: 

A. Designated Trauma Center 0 YES (i) NO 

B. Burns 0 YES (41 NO 

If yes, do you have a designation by a government agency as a Burn Center? 0 YES Cy NO 

C. Pediatrics 0 YES Ca) NO 

D. Other, specify 

8. Triage: A. Total number of patients who presented in your ER. 0  

B. Total number treated in your ER. 0  

C. Total number not treated in your ER but referred to physician or clinic for treatment. 
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SCHEDULE J - PERSONNEL ON PAYROLL AS OF LAST DAY OF REPORTING PERIOD AND USE OF CONTRACT EMPLOYEES 

Full-Time Full-Time Use Contract Staff Full-Time Full-Time 
Equivalent" Equivalent in this Employee Equivalent.' Equivalent 

Budgeted Category*** Budgeted 
Vacancies Vacancies 

1 Administration: 12. Radiological services: 

Slate ID 90411 

Use Contract Staff 
in this Employee 

Category*" 

A. Administrators & Assistants 0.7 0.0 A. Radiographers (radiologic 

B. Director, Health Services technologists)  0.0 0.0 

Research & Assistants  0.0 0.0 Li B. Radiation therapy technologists  0.0 00 9 
C. Marketing & Planning Officer(s) C. Nuclear medicine technologists  0.0 0.0 

&Assistants  0.0 0.0 9 El Other radiologic personnel  0.0 0.0 9 
D. Financial and Accounting 13, Therapeutic services: 

Officer(s)& Assistants  00 0.0 
A. Occupational therapists  0.0 0.0 9 Physician and Dental Services: 
B. Occupational therapy 

A. Physicians  0.0 0.0 9 assistants & aides  0.0 0.0 9 
B. Medical residents  0.0 0.0 El C. Physical therapists  0.0 0.0 
C. Dentists  0.0 00 D. Physical therapy assistants & aides .. 0.0 0.0 
D. Dental residents  0.0 0.0 E. Recreational therapists  0.0 0.0 9 
Nursing Services: 14. Speech and hearing services: 
A. RNs - Administrative  0.0 0.0 A. Speech Pathologist  0.0 0.0 9 
B. RNs - Patient care/clinical  42.7 0.0 B. Audiologist  0.0 0.0 
C. LPNs  9.6 0.7 15. Respiratory therapy services: 
D. Ancillary nursing personnel  26.5 0.0 9 A. Respiratory therapists  0.0 0.0 

4. Certified Nurse Midwives  0.D 0.0 B. Respiratory therapy technicians  0.0 0.0 El 
5. Nurse Anesthetists  0.0 00 Li 16. Psychiatric services: 
B. Physicians assistants  0.0 0,0 9 A. Clinical psychologists  0.0 0.0 Li 
7. Nurse practitioners  0.6 00 B. Psychiatric social workers  0.0 0.0 9 
8. Medical record service: C. Psychiatric registered nurses  0.0 0.0 

A. Medical record administrators 0.0 0.0 D. Other mental health professionals  20.3 10.7 
B. Medical record technicians 17. Chemical dependency services: 

(certified or accredited)  0.0 0.0 CI A. Clinical psychologists  0.0 0,0 
C. Other Medical record technicians . 0.0 0 0 9 0. Social workers  0.0 0.0 

9. Pharmacy: C. Registered nurses  0.0 0.0 
A. Pharmacists, licensed 1.5 0.0 

D. Other specialists in addiction 
B. Pharmacy technicians  0.1 and/or In chemical dependency  0.0 0.0 9 
C. Clinical Phar-D  0.0 0.0 9 18. Medical Social workers  0.0 0.0 

10. Clinical laboratory services: 19, Surgical technicians  0.0 0.0 
A. Medical Technologists  0.0 0.0 20. All other certified professional 
B. Other laboratory personnel  0.3 0.0 & technical  0.7 0.0 

11. Dietary services: 21. All other non-certified professional 

A. Dietitians  0.1 02 & technical  0.0 0.0 

B. Dietetic technicians 00 00 0 
22. All other personnel  81.0 0.0 

" Full-time + Part-time specified in Full Time Equivalent TOTAL  185.1 11.7 

Please check if contract staff is used. 
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SCHEDULE K- MEDICAL STAFF State ID 90411 

(1) (2) (3) 
Number of Active Number of Active Number of House 

and Associate and Associate Staff Who Are 
Medical Staff Medical Staff Who Interns, Externs 

(Include Board Are Board Certified or Residents 
Certified) 

I MEDICAL SPECIALTIES: 
A. General and family practice 26 25 0 
B. Pediatric 43 40 0 
C. General internal medicine 62 78 0 
D. Psychiatric 10 10 2 
E. Neonatologist 4 4 0 
F. Cardiologists 24 20 0 
G. Neurologists 6 5 0 
H. Other medical specialties 39 37 0 

2. SURGICAL SPECIALTIES: 
A. General surgery 17 17 6 
B. Obstetrics and gynecology 22 18 0 
C. Perinatologists 0 0 0 

D. Gynecology 2 2 0 
E. Orthopedic 16 15 0 

F. Neurosurgeons 8 7 0 

G. Cardiovascular 3 2 0 
H. Gastroenterology 11 11 0 

I. Other surgical specialties 14 13 0 

3. OTHER SPECIALTIES: 
A. Pathology 8 6 0 
B. Radiology 17 17 0 
C. Anesthesiology 11 11 0 
D. Other specialties 59 57 0 

4. DENTAL SPECIALTIES: 3 0 0 

TOTAL 425 397 10 
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SCHEDULE L- PERINATAL State ID 90411 

1k Name of person completing Perinatal survey 
1B Telephone Number (423)431-6679  
1C Fax Number (423)431-5494  

Please complete the following questions. 

Engie Trivett 

 

2. Births 
A. Total number of births 0 
B. Birth weight below 2500 grams (bib 8oz) 0 

C. Birth weight below 1500 grams (3 lb 5oz) 0 

3. Number of babies on ventilator longer than 24 hours 0 

4. Number of babies received from referring hospitals for neonatal management 0 
YES 

O 

O 

NO 

@ 

@ 

5. Is Medical Director of Obstetrics board certified/eligible in maternal-fetal medicine? 

6. Is Medical Director of the Nursery board certified/eligible in neonatal-perinatal? 

7. Do the following subspecialty consultants spend more than 2/3 full-lime effort at your hospital? 

A. OBSTETRICS: 
Perinatal Sonologist  0 @ 
Hematologist  0 @ 
Cardiologist  0 @ 

B. NEONATAL: 
Pediatric Radiologist  0 @ 
Pediatric Cardiologist  0 @ 
Pediatric Neurologist  0 
Pathologist  0 
Pediatric Surgeon  @ 
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SCHEDULE M - SURVEY ON NURSING PERSONNEL 

(As of the last day of the rep rting period) 

State ID 90411 

  

1. Registered Nurses 
HIGHEST EDUCATION 

LEVEL 
FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 

THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

PRIMARY ROLE 
(NUMBER OF POSITIONS) 

CLINICAL ADMINISTRATIVE 

Total 40.0 0.0 00 0.0 34.0 6.0 

Bachelors Degree 18.0 0.0 0.0 0.0 14.0 4.0 

Associate Degree 20.7 0.0 0.0 0.0 18.7 2.0 

Diploma 1.1 0.0 0.0 0.0 1.1 0.0 

Masters Degree 0.2 0.0 0.0 0.0 0.2 0.0 

Doctorate Degree 0.0 0.0 0.0 0.0 0.0 0.0 

2. Advanced Practice Nurses 

NURSING 
PERSONNEL 
CATEGORY 

FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 

THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

PRIMARY ROLE 
(NUMBER OF POSITIONS) 

CLINICAL ADMINISTRATIVE 

Total 0.0 0.0 0.0 0.0 0.0 0.0 

Nurse Practitioner 0.0 0.0 0.0 0.0 0.0 0.0 

Clinical Nurse Specialist 0.0 0.0 0.0 0.0 0.0 0.0 

CRNA 0.0 0.0 0.0 0.0 0.0 0.0 

Certified Nurse Midwife 0.0 0.0 0.0 0.0 0.0 0.0 

3. Licensed Prance' Nurses 

LPNs NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 
THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

Total 0.0 0.0 

4. Recruitment of Nursi g Personnel 
The follovAng are select d specialties for which hospitals commonly report recruitin difficulties. 
Please specifyother categories as necessary. 

NURSING PERSONNEL CATEGORY FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 
THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

CCU/ICU 0.0 0.0 0.0 0.0 

ER 0.0 0.0 0.0 0.0 

Other (Specify): 

Psych 40.0 0.0 0.0 0.0 

0.0 0.0 0.0 0.0 
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SCHEDULE N- HEALTH CARE PLANS ACCEPTED State ID 90411 

The Health Consumer Right-to-Know Act of 1998 which was signed by Governor Sunquist in May, 1998 requires hospitals to report 
to the Department of Health "health care plans accepted by the hospital" as well as a variety of information that is included in earlier schedules 
of the Joint Annual Report. In order to allow the Joint Annual Report to meet the entire reporting requirement described in this act, please list 
all health insurance plans with which you currently - as of the last day of this reporting period - have a valid contract. List each plan separately 
not just the name of the company. For example, if you have contracts to provide services to individuals enrolled in Blue Choice and Blue 
Preferred, list both plans and do not only list Blue Cross & Blue Shield of Tennessee. 

Plans: 

Woodridge - Beechstreet - PPO 

Americhoice UBH - TennCare BHO 

CaritenfHumana - HMO 

Cariten/Humana - POS 

Canten/Humana PPO 

Cadten/Humana - WorXs 

CarEtonfHumana - Senior Health (Med Adv) 

CIGNA BHO - BHO 

Dept of Labor - Faciity Agreement 

Encompass - Baxter Ee's - Direct 

Evolutions - PPO Network 

First Health - PPO 

Formost - PPO 

GEHA PPO USA - PPO 

Initial Group - PPO - Initial Health Alliance 

Initial Group - PPO - Workers' Comp 

LtfeSynch - PPO - Psych 

Magellan - Commercial Facility Agreement 

PHCS - PPO 

UMWA - Direct 

UBH - PPO 

USA MCO - PPO Network 

ValueOptions - Commercial BHO 

ValueOptions - TennCare BHO  

Virginia Medicaid - Medicaid 
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State ID 90411 

TENNESSEE DEPARTMENT OF HEALTH 
JOINT ANNUAL REPORT OF HOSPITALS 

2011 

SCHEDULE A - IDENTIFICATION 

Federal 
1. Name of Hospital Woodridge Psychiatric Hospital Tax LD. U 62-0582605 

Did your facility name change during the reporting period? C) YES (e) NO 
County Washington  

2. Address of Street 403 State of Franklin Road 
Facility City Johnson City State Tennessee Zip 37604- 

3. Telephone Number (423) 928-7111 
Area Code Number 

4. Name of Chief Executive Officer Ann Fleming 
First Name Last Name 

Signature of Chief Executive Officer  

5. Name of person(s) coordinating form completion Joshua McFall  
Telephone Number if different than above (423) 302-3355 

Area Code Number 

6. 84 Office Use Only 

7. Reporting period used for this facility: 
Beginning 07/01/2010 Ending 06/30/2011 
Date Date 

8 365 Office Use Only 

9. Does your hospital own or operate or have other hospitals licensed as satellites of your hospital? 0 YES i  NO 
If yes, please complete the following. 

NAME OF HOSPITAL STATE ID SATELLITE OWN OPERATE OWN AND OPERATE 

1 ❑ 0 0 0 
2 ❑ 0 0 0 
3 ❑ 0 0 0 
4 U 0 0 0 
5 ❑ 0 0 0 
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SCHEDULE B - CLASSIFICATION State ID 90411 

1, CONTROL: 
A. Indicate the type of organization that is responsible for establishing policy for overall operation of the hospital. 

1. Government-Non-Federal 2. Government-Federal 3. Nongovernmental. not-for-profit 4. Investor-waled for-profit 

11 State C) 17 Armed Forces 0 20 Church-operated C) 23 Individual 

C) 12 County 0 18 Veterans Admin. (1) 21 Other Nonprofit Corporation 0 24 Partnership 

O 13 City 0 19 Other, please 0 22 Other not-for-profit, 0 25 Corporation 

O 14 City-County specify please specify 

O 15 Hospital district 
or authority 

B. Is the hospital part of a health system? ® YES 0 NO 

If yes, please provide the name and location of the health system. 

Name Mountain States Health Alliance City Johnson City 

C. Does the controlling organization lease the physical property from the owner(s) of the hospital? C) YES ,0 NO 

D. What is the name of the legal entity that owns and has title to the land and physical plant of the hospital? 

E. Is the hospital a division of a holding company? 0 YES ® NO  

F Does the hospital itself operate subsidiary corporations? 0 YES ®, NO 

G. Is the hospital managed under contract? OYES ®NO If YES, length of contract From To  

If yes, please provide name, city, and state of the organization that manages the hospital. 

Name City  State 

Marne City  State  

H. Is the hospital part of a health care alliance? ® YES 0 NO (see definition of alliance) 

If yes, please provide the name, city, and state of the alliance headquarters. 

Name Premier, Inc City San Diego State California 

  

Name City State 

I. Is the hospital part of a health network? ® YES 0 NO (see definition of network) 

If yea, please provide the the name, city, and state of the network.  

Name Mountain States Healthcare Network City Johnson City State Tennessee 

Name City State 

2. SERVICE: 
A. Indicate the ONE category that BEST describes your hospital. 

Slate Tennessee 
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O 01 General medical and surgical 

0 02 Pediatric 

t 03 Psychiatric 
0 04 Tuberculosis and other respiratory diseases 

0 05 Obstetrics and gynecology 

O 06 Eye, oar, nose and throat  

O 07 Rehabilitation 

O 06 Orthopedic 

O 09 Chronic disease 

O 10 Alcoholism and other chemical dependency 

O 11 Long term acute care 

O 12 Other-specify treatment area 
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SCHEDULE B- CLASSIFICATION (continued) State ID 90411 

B. Does your hospital own or have a contract with any of the following? 

  

Specify one: 
1) Own 2) Contract 

o 

 

o 

Number of FTE 
Physicians Physicians 

0 0.0 
O 0.0 
O 0.0 
0 o.o 
O 0.0 

155 0.0 
O 0.0 
O 0.0 

1. Independent Practice Association 
2. Group Practice Without Walls 
3. Open Panel Physician-Hospital Organization (PHO) 
4. Closed Panel Physician-Hospital Organization (PHO) 
5. Management Services Organization (MSO) 
6. Integrated Salary Model 
7. Equity Model 
8. Foundation 

(1) Yes (2) No 

o @) 
CD @ 
CD C.") 
O * 
• 0 
@ 0 
o @ 
• * 

    

3. Have any of the following insurance products been developed for use in Tennessee by your hospital, health system, health network 
alliance or as a joint venture with an insurer? 
Check all that apply. 

Your Joint Venture 
(1) Hospital (2) Health System (3) Health Network (4) Alliance (5) With Insurer 

A. Health Maintenance Organization (1) ❑ (2) [] (3) E. (4) ❑ (5) 0 
B. Preferred Provider Organization (1) 0 (2) 0 (3) 0 (4) El (5) 
C. Indemnity Fee For Service Plan (1) E (2) 0 (3) 0 (4) 0 (5) 

4. Does your hospital have a formal written contract that specifies the obligations of each party with: 
A. Health Maintenance Organization (HMO)? g.) YES 0 NO 

1. How many do you contract with? 4 
2. Number of different contracts 5 

B. Preferred Provider Organization (PPG)? Fir) YES 0 NO 
1. How many do you contract with? 16  
2. Number of different contracts 20 

5. What percentage of the hospital's net patient revenue is paid on a capitated basis? 
If the hospital does not participate in any capitated arrangement, please enter "0". 0.0  % 

6. How many covered lives are in your capitation agreements?  
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SCHEDULE C - ACCREDITATIONS AND APPROVALS State ID 90411 

1. ACCREDITATIONS: 

A. Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 
Date of most recent accrediting letter or survey 04/25/2009  
If Yes, Is the hospital accredited under either/both of the following manuals: 
1. Comprehensive Accreditation Manual for Hospitals (CAMH) 
2. Comprehensive Accreditation Manual for Behavioral Health Care (CAMBHC) 
3. Other manuals, please specify 

@YES QNO 

ilWES QNO 
OYES @NO 

B. Commission on Accreditation of Rehabilitation Facilities (CARE) 
Date of most recent accrediting letter or survey 

C. American College of Surgeons Commission on Cancer 
D. American Osteopathic Association (AOA) 
E TOV Healthcare Specialists 
F. Community Health Accreditation Program (CHAP) 

2. CERTIFICATIONS: 

Medicare Certification 

3. OTHER: 

A. THA Membership 
B. Hospital Alliance of Tennessee, Inc. Membership 
C. American Hospital Association Membership 
D. American Medical Association Approval for Residencies (and Internships) 
E. State Approved School of Nursing: 

Registered Nurses 
Licensed Practical Nurses 

F. Medical School Affiliation 
G. Tennessee Association of Public and Teaching Hospitals (TNPath) 
H. National Association of Children's Hospitals and Related Institutions (NACHRI) 
1. National Association of Public Hospitals (NAPH) 
J. Other, please specify  

OYES *NO 
OYES @)N0 
OYES @NO 
OYES *NO 
OYES *NO 

@YES QNO 

@YES QNO 
OYES Q. 
OYES ®NO 
*YES QNO 

OYES @NO 
OYES NO 
(DYES @NO 
OYES @NO 
OYES *NO 
OYES QNO 
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SCHEDULED-SERVICES State ID  90411 

1. CERTIFICATE OF NEED: 

Do you have an approved, but not completed,certificate of need (CON)? 0 YES 
If yes, please specify: 

Name of Service or Activity Requiring the CON 

*NO 

# of Beds (if applicable) Date of Approval 
0 
0 
0 

0
0
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2. Does your hospital own or operate Tennessee physician primary care clinics? 0 YES * NO If yes, how many? 0  

How many physicians practice in these clinics? 0  

3. Does your hospital own or operate other physician/specialty clinics located in Tennessee? Q. YES Q NO If yes, how many? 1  

How many physicians practice in these clinics? 4  

4. Does your hospital own or operate a blood bank? 0 YES Q. NO 
If yes, please indicate: 

A. Distributes blood within the hospital 0 YES 4r4 NO 

B. Collects blood within the hospital 0 YES (j) NO 

C. Distributes blood outside the hospital Q YES (4)) NO 

D. Collects blood from outside the hospital Q YES O. NO 

5. Does your hospital own or operate an ambulance service? 0 YES * NO 
If yes, please specify the counties where services are located. 

Please specify the type of service and ownership relationship: 

A. Land Transport 0 YES 0 NO If yes, 0 own; 0 operate; 0 own and operate; 0 own in joint venture.  

B. Helicopter 0 YES 0 NO If yes, 3 own; 0 operate; 0 own and operate; 0  own in joint venture 

C. Special Neonatal Helicopter 0 YES 0 NO If yes, 0 own; 0 operate; 0 own and operate; 0 own in joint venture 

D. Special Neonatal Land Transport 0 YES 0 NO If yes, 0 own; 3 operate; 0 own and operate; 3 own in joint venture 
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SCHEDULE D - SERVICES (continued) State ID 90411 

6. Does your hospital awn or operate an off-site outpatient/ambulatory clinic located in Tennessee? 0 YES go NO 

If yes, please complete the following. 

own ()operate 0 own and operate own in joint venture 

Name of Clinic County City 

©operate own and operate Gown in joint venture 0 own  
Name of Clinic County City 

7 Does your hospital own or operate an off-site ambulatory surgical treatment center located in Tennessee? 0 YES NO 

If yes, please complete the following. 

Gown 0 operate Cw own and operate G  own in joint venture 

Name of Center County City 

Name of Center County City 

B. Does your hospital own or operate an off-site birthing center located in Tennessee? 0 YES Cs) NO 

If yes, please complete the following. 

©own 0, operate ©own and operate ©own in joint venture 

E Does your hospital own or operate an off-site outpatient diagnostic center located in Tennessee? 0 YES  
If yes, please complete the fallowing. 

Name of Center County City  

Gown ©operate Qown and operate Gown in joint venture 

©own ©operate Qown and operate Qown in joint venture 

NO 

Qown °operate Gown and operate Gown in joint venture 

Gown ©operate own and operate 0 own in joint venture 

Name of Center County City 

Name of Center County City 

Name of Center County City 

10. Does your hospital own or operate an off-site outpatient physical therapy rehab center located in Tennessee? ©YES Q. NO 

If yes, please complete the following. 

Gown ©operate Down and operate Qown in tont venture 

1
 0
 
2
  0
 0
 T
R
  
P
  
N
I
K
-
H
B
 

  

Name of Center County City 

©own 0  operate Qown and operate Gown in joint venture 

  

Name of Center County City 
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0 YES 

City 

@ NO 

Qown in joint venture Qown °operate °own and operate 

Name of Facility County 

13. Does your hospital own or operate a home for the aged located in Tennessee? 

If yes, please complete the following. 

Name of Home County City 

Gown  Qown in joint venture °operate Qown and operate 

City Name of Home County 

14. Does your hospital own or operate an urgent care center? 0 YES @ NO 

If yes, please complete the following. 

City County Name of Center 

Gown in joint venture 

Down in joint venture 

©own °operate °own and operate 

Qown 0 operate Q  own and operate 
City 

@ NO 

County 

Q YES 

Name of Agency: 

15. Does your hospital own or operate a home health agency? 

If yes, please complete the following. 

Name of Agency: 

Name of Center 

SCHEDULED- SERVICES (continued) Stale ID  90411 

11. Does your hospital own or operate a hospice that has a separate license located in Tennessee? Q YES @ NO 

If yes, please complete the following. 

 °own °operate Qown and operate Dawn in joint venture 

0 own °operate °own and operate 0 own in joint venture 

12 Does your hospital own or operate an off-site assisted-care living facility located in Tennessee? Q YES @ NO 

If yes, please complete the following. 

Qown °operate °own and operate °own in joint venture 

Qown °operate Qown and operate °own in joint venture 

Name of Hospice County City 

Name of Hospice County City 

Name of Facility County City 

Location of Agency: City 

Number of Visits 

°own °operate Qown and operate Qown in Joint venture 

Location of Agency: City 

Number of Visits 

°own °operate °own and operate °own in joint venture 

County County 
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Gown 0°Perate Gown and operate Gown in joint venture 

City County 

+ Medicaid only (NF) 

Name of Home 

Number of Beds Total 0 = Medicare only (SNF) + Medicare/Medicaid (SNF/NF) Not Certified 

Gown °operate Gown and operate Gown in joint venture 

SCHEDULED- SERVICES (continued) State ID  90411 

16. Does your hospital own or operate an off-site nursing home located in Tennessee? 0 YES (i) NO 

If yes, please complete the following. 

Name of Home 

Number of Beds - Total 0 = Medicare only (SNF) 

County 

+ Medicaid only (NF) 

City 

+ Medicare/Medicaid (SNF/NF) + Not Certified 

17. Does your hospital operate a hospital-based skilled nursing unit (subacute unit) licensed as a nursing home for skilled 

nursing care (excluding swing beds)? 0 YES 0 NO If yes, please complete the following. 

Name of SNF Number of Licensed Beds Number of Staffed Beds 

Number of Admissions Number of Patient Days 

18. Does your hospital own, operate, or contract a mobile unit that operates in Tennessee? 0 YES 

If yes, specify names) and whether owned, operated, or contracted. 

A. List mobile services 

* NO 

1 0 contract Gown 0 operate Gown and operate own in joint venture it of visits 

2 0 contract Gown (operate 0 own and operate Gown in joint venture # of visits 

3 0 contract Gown operate Gown and operate 0 own in joint venture 4# of visits 

4 Q contract G own operate Gown and operate Q  own in joint venture # of visits 

5 C)contract Gown C) operate Gown and operate Gown in joint venture # of vslts 

6 contract Gown ()operate Gown and operate gown in joint venture # of vistts 

B. List counties served (where you take the service): 

List counties for serviced in ISA on line 1, for service 2 on line 2, etc 

2 

3 

4 

5 

6 
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State ID 90411 SCHEDULE D - SERVICES (continued) 

19. HOSPITAL-BASED SERVICES (See Explanation): 

4
 0
 
2
  0
 0
 T
R
  
P
  
N
I
K
-
H
B
 

10 
RDA 1530 PH-0958 (Rev. 03/10) 

ces 

Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

Wave 

0 

0 

* 

t* 

Procedures 0 Procedures 0 

hospital 0 Procedures 0 Procedures 0 
0 Procedures 0 

0 Procedures 0 Procedures 0 
k (mobile units) 

s 0 

0 

0 Q. Patients 0 Patients 0 
Treatments 0 Treatments 0 

Q c?) Patients 0 Patients 0 
Treatments 0 Treatments 0 

0 
em ‘1,, Patients 0 Patients 0 

Encounters 0 

0 cip2/ Treatments 0 Treatments 0 

'voltage C CIO 
tspital 0 Patients 0 Patients 0 

Treatments 0 Treatments 0 
0 

Utilization of Selected Sery 

A. Miscellaneous: 

Lithotripsy 

Percutaneous 

Extracorporeal Shock  
tt fixed units inside  
# fixed units off sit'  
# of mobile units 

# days per wee 

Renal Dialysis 
# of dedicated statio 

Hemo Dialysis 

Peritoneal Dialysis 

B. Oncology/Therapies: 

Chemotherapy 

Hyperthermia 

Radiation Therapy-Meg 
fixed units inside h 

# fixed units off site S
B
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SCHEDULE D - SERVICES (co tinued) State ID 90411 
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Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

.---, 0 @ Patients 0 Visits 0 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

0 tij Patients 0 Visits 0 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

0 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

Q (if\ Procedures 0 Procedures 0 

0 @ Procedures 0 Procedures 0 

0 rit Procedures 0 Procedures 0 

@ 
Procedures 0 Procedures 0 

Procedures 0 
Procedures 0 Procedures 0 

0 @ Procedures 0 Procedures 0 

0 @ Procedures 0 Procedures 0 

Utilization of Selected Services  

C. Radiology: 

Computerized Tomographic 
Scanners CT/CAT 

# fixed units inside hospital 0  

# fixed units off site 0  
# of mobile units 0  

# days per week (mobile units) 

Ultrafast CT 

# fixed units inside hospital 0  

# fixed units off site  
# of mobile units 0  

# days per week (mobile units) 0 

Magnetic Resonance Imaging 
# fixed units inside hospital 0  

# fixed units off site  
# of mobile units 0 

# days per week (mobile units) 0 

Nuclear Medicine 

Radium Therapy 

Isotope Therapy 

Positron Emission Tomography 
# fixed units inside hospital 0  

# fixed units off site  
# of mobile units 0  

# days per week (mobile units) 0 

Mammography 
# of ACR accredited units 0  

# other fixed units inside hospital 0 
# other fixed units off site 0  
# of mobile units 0  

# days per week (mobile units) 0  

Bone Densitometry 
# of units 0 
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Open Heart Surgery 
# dedicated O.R.'s 0 

E. Surgery: 

Inpatient 
it operating rooms 0 

Outpatient (one day) 
# dedicated O.R.'s 0 

F. Rehabilitation: 

Cardiac 

PH-0958 (Rev 03110) 

9
0
 2
  0
 0
 T
R
  
P
  
N
I
K
-
H
B
 

SCHEDULE D - SERVICES (continued) 

Note: Pediatric patients should be defined as patients 14 years old and younger. 

State ID 90411 

  

Is This Senice 
In Your Hospital? 

YES 

Provided 

NO 

In Cath Lab Selling Outside Cath Lab Setting 
Unit of 

Measure Number 
Unit of 

Measure Number 

ii 3.) Adult Procedures 0 Adult Procedures 0 
Pediatric. Procedures 0 Pediatric Procedures 0 

0 @ Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 @ Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 @ Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 @ Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

0 C) Adult Procedures 0 Adult Procedures 0 
Pediatric Procedures 0 Pediatric Procedures 0 

To Inpatients To Outpatients 

0 K) Adult Operations 0 
Pediatric Operations 0 

0 @ Encounters 0 
Procedures 0 

0 Q. Encounters 0 
Procedures 0 

ii.• Patients 0 Patients 0 

12 
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Utilization of Selected Services 

D. Cardiac: 

Cardiac Catheterization 
Date Initiated  
# labs 0 

Intro-Cardiac or Coronary Artery 

Percutaneous Transluminal 
Coronary Angioplasty 

Stents 

All Other Heart Procedures 

All Other Non-Cardiac Procedures 

Thrombolytic Therapy 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
5
0
6



State ID 90411 SCHEDULE D - SERVICES (continued 

H. Pain Management: Patients 0 Patients 

0 0 Number of patient days 

OYES ®NO 

0 Number of admissions 

Is This Service 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 4D 48 Patients 0 Patients 0 
Episodes of Care 0 

0 0 Patients 0 Patients 0 
Episodes of Care 0 

0 /44°  Patients 0 Patients 0 
Episodes of Care 0 

(DI Patients 0 Patients 0 
Episodes of Care 0 

0 ® Patients 0 Patients 0 
Episodes of Care 0 

() 94\ Patients 0 Patients 0 
Episodes of Care 0 

0 Ciat Patients 0 Patients 0 
Episodes of Care 0 

0 Patients 0 Patients 0 
Episodes of Care 0 

0 ®/ Patients 0 Patients 0 
Episodes of Care 0 

If yes, please complete the following. Number of assigned beds 

Do you have a dedicated outpatient physical rehabilitation unit? n YES ® NO 

13 
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Onhotic Services 

Physical Therapy 

Prosthetic Services 

Speech/Language Therapy 

Therapeutic Recreational Service 

Do you have a dedicated inpatient physical rehabilitation un t? 

Utilization of Selected Services 

F. Rehabilitation (continued): 

Chemical Dependency 

Nutritional Counseling 

Pulmonary 

G. Physical Rehabilitation: 

Occupational Therapy 

0 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
5
0
7



State ID 90411 SCHEDULE D - SERVICES (continued) 
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Is This Serve° 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients 

Number 

To Outpatients 
Unit of 

Measure 
Unit of 

Measure Number 

0 
0 
0 
0 

0 

0 

0 

0 

0 

0 

0 

0 

fie 

CS) 

(?) 
fir 

() 

@ 

Cli) 

® 

r.) 

Et.) 

..../  

Deliveries 0 

Visits 0 

Deliveries 0 

Deliveries 0 

Patients 0 

Infants Discharged 0 
Patient Days 0 

Infants Discharged 0 
Patient Days 

Patient Days 

0 

0 

Utilization of Selected Services 

I. Obstetrics/Newborn: 

Perinatal Level of Care 

Level I 

Level II - A 

Level II - B 

Level III 

Cesarean Section Deliveries 

Non C-Section Deliveries 

Birthing Rooms 
# rooms 0 
# LDRP beds 0 
# LDR beds 0 

Labor Rooms 
# rooms 0 

Postpartum Services 
# beds 0 

Newborn Nursery 
# bassinets 0 

Premature Nursery 
# bassinets 0 

Isolation Nursery 
# bassinets 
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Utilization of Selected Services 

J. Transplants: 
Organs 

Total Donors 

Total Harvested 
Transplants 
Organ Bank 

Type of Organ: 
Heart 

Is This Senice Provided 
In Your Hospital? 

YES NO 

To Inpatients  

Unit of 
Measure Number 

Donors 
Donations 
Transplants 
Organs 

# Harvested 

# Transplanted 

# Harvested 
# Transplanted 
# Harvested 
# Transplanted 
# Harvested 
# Transplanted 

# Harvested 
# Transplanted 
# Harvested 
# Transplanted 

Donors 

Donations 
Transplants 
Tissues 

# Harvested 
# Transplanted 
# Harvested 
# Transplanted 

# Harvested 

# Transplanted 
# Harvested 
# Transplanted 
# Harvested 
# Transplanted 
# Harvested 

# Transplanted 

# Harvested 
# Transplanted 

To Outpatients  

Unit of 
Measure Number 

# Transplanted 

# Transplanted 

# Transplanted 

# Transplanted 

# Transplanted 

# Transplanted 

# Transplanted 

Liver 

Kidneys 

Pancreas 

Intestine 

Any Other 

Tissues 
Total Donors 

Total Harvested 
Transplants 
Tissue Bank 

Type of Tissue: 
Eye 

Bone 

Bone Marrow 

Connective 

Cardiovascular 

Stem Cell 

Other 

0 

0 

0 

0 

0 

U 

0 

0 
0 
0 

0 

0 

0 

0 

Cl 

0 

0 

a 

0 

0 
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State ID 90411 SCHEDULE D - SERVICES (continued) 
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Is This Serv'ce 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 
Unit of 

Measure Number 
Unit of 

Measure Number 

0 O Patients 0 

0 ' Patients 0 Patients 0 

0 O. Patients 0 Patients 0 

0 @ Patients 0 Patients 0 
Patient Days 0 

0 @ Patients 0 
Patient Days 0 

0 @ Patients 0 
Patient Days 0 

0 @ Patients 0 
Patient Days 0 

0 ril 0 Patients 0 
Patient Days 0 

Cl O. Patients 0 
Patient Days 0 

0 @ Patients 0 
Patient Days 0 

0 @ Patients 0 
Patient Days 0 

0 @ Patients 0 
Patient Days 0 

0 @ Patients 0 
Patient Days 0 

0
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Utilization of Selected Services 

K. Other: 

Hyperbaric Oxygen Therapy 

Gamma Knife 

Cyberkn ife 

L. Intensive/Intermediate: 

Burn Care Unit 
# beds 0 

Cardiac Care Unit 
# beds 0 

Medical Intensive Care Unit 
# beds 0 

Mixed Intensive Care Unit 
# beds 0 

Neonatal Intensive Care Unit 
# beds 0 

Neonatal Intermediate Care Unit 
# beds 0 

Pediatric Care Unit 
4 beds 0 

Stepdown ICU 
# beds 0 

Stepdown CCU 
# beds 0 

Surgical Intensive Care Unit 
# beds 
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SCHEDULE 0 - SERVICES (continued) State ID 90411 

   

I Services 

Is This Serv'ce 
In Your Hospital? 

YES 

Provided 

NO 

To Inpatients To Outpatients 

Unit of 

Measure Number 

Unit of 

Measure Number 

tale (continued): 

0 ® Patients 0 

Is 0 Patient Days 0 

0 ® Patients 0 

Is 0 Patient Days 0 

Hospitalization Q C.Mi' Patients 0 

ive Outpatient Care ® 0 Patients 294 

Treatment 0 ® Patients 0 Patients 0 

Treatments 0 Treatments 0 

Treatment Q ® Patients 0 Patients 0 

Treatments 0 Treatments 0 

e Ventilated Room 

beds 0 
0 ® 

0 

Utilization of Selectee  

L. Intensive/Interne 

Other, specify 

Number of be 

Other, specify 

Number of be 

M. Psychiatric Partia 

N. Psychiatric Inten 

O. Electroconvulsive 

P Other Convulsive 

Q. Negative Pressu 

If yes, number of 

R. 23 Hour Observation 0 YES (1.)  NO Outpatients 

S. Cancer Patients: 

1. How many patients were diagnosed with cancer at your facility during this reporting period? 0 

2. How many patients were both diagnosed and provided the first course of treatment for cancer at your facility during this reporting period? 

3. How many patients were diagnosed elsewhere but provided the first course of treatment at your facility during this reporting period? 

0 

0 

1
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SCHEDULE E- FINANCIAL DATA State ID  90411 

Dates covered from 07/01/2010 to 06/30)2011 Use zeros where applicable. Do not leave blank lines in this schedule.  

A. CHARGES (For reporting period only. Do not include revenue related losses; round to the nearest dollar.) 

Gross Patient 

1. Government Charges 

a) Medicare Inpatient - Total (include managed care) $14,272,493 

$1,051,799 

$25,117 

$16.085 

$370890 

$802 

51,394,688 

f) Total Government Sources $19,306,570 $13,391,766 = $5,914,804 
'see instructions 2.Cover Tennessee  

a) Cover TN 523.457 $14.217 $9,240  

b) Cover Kids $195,468 $76,205  $119,263

$37556

: 

c) Access Tennessee $56,757 $19,201  

d) Total Cover Tennessee $275,682 $171,036 = $104,646  

3. Nonoovernment  

e) Salt-Pay $595,565 - $592,857 = $2,908  

b) Blue Cross Blue Shield $572,213 - $357,813 = $214,400  

c) Commercial Insurers (excludes Workers Come) $7,927,525 - $5,149,286 = $2.778,239  

d) Workers Compensation $17,615 - $14,435 = $3,180  

e) Other $13,081,839 - $10,718,935 = $2.362,904  

f) Total Nongovemment Sources $22,194,757 - $16,833,126 -a $5,361.631  

4 Totals  

a) Total Inpatient (excludes Newborn) $41,536,924  

b) Newborns $0  

c) Total Inpatient (includes Newborn) (Aga + A4b) $41,536,924 $30,305,211 = $11,231,713  
d) Total Outpatient $240,085 $149,368 

$30,395,928$90717 : e) Grand Total (A1f+ A2d + A3f) 541.777,009 $11,381,081  

5 Bad Debt  

a) Medicare Enrollees $156,541  

b) Other Government $17,207  

c) Cover Tennessee $0  
d) Blue Cross and Commercially Insured Patients $285,743 

e) All Other $188,285  
1) Total Bad Debt $647,776 

6. Nonoovernment and Cover Tennessee Adiustments to Charges  

a) Nongovemment Contractual $16,066.145 Amount of discounts provided 
b) Cover Tennessee Contractual $171,036 to uninsured patients $285,311  

c) Charity Care - Inpatient $85,001  

d) Charhy Care-Outpatient $817 $85,618 $733,394  

e) Other Adjustments, specify types $0 Total Charity Total Charity plus Bad Debt 

f) Total Nongovemment Adjustments $16,322,799 (A6c + A6d) (A5f + A6c + A6d) 

18 
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1) Medicare Managed Care - Inpatient $2,875,280 

b) Medicare Outpatient - Total (include managed care) $45,371 

1) Medicare Managed Care -Outpatient $21,441 

c) MedicaldfieenCare Inpatient* (for EAH use 7.b.2.) 51,339,954 

d) Medicald/TennCare Outpatient' (for EAH use 71).2.) $1,434 

e) Other $3,647,318 

Adjustments 
minus To Charges equals 

510,149,188 

$1,823,481 = 

$20,254 = 

$5.356 = 

$969,064 = 

$2,252$,663320 : 

Net Patient 
Revenue 

$4,123,307 
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EXPENSES (for the reporting period only; round to the nearest dollar) 

3. Are system overhead/management fees 
included in your expenses? 

 
C!) YES 0 NO 

If yes, specify amount  $1,494,793 

1- Payroll Expenses for all categories of per-
sonnel specified below: (see definitions page) 

a) Physicians and dentists (include only salaries)  

b) Medical and dental residents (include 
medical and dental interns)  

c) Trainees (medical technology, x-ray therapy, 
administrative, and so forth)  

d) Registered and licensed practical nurses  

 

$0 

 

$0 

 

$0 

 

$2,793,250 

   

e) All other personnel $4,913,083 

f) Total payroll expenses $7,706,343 

(add B1a through B1e) 

Nonpayroll Expenses 

a) Employee benefits (social security, group 
insurance, retirement benefits) $1,405,132 

b) Professional fees (medical, dental, legal, 

c) Contracted nursing services (include staff from

$2,052,171 auditing, consultant and so forth)  

nursing registries, service contracts, and 
temporary help agencies)  

d) Depreciation expense  $653,648 

e) Interest expense   $706,862 

t) Energy expense  $118,886 

g) All other expenses (supplies, purchased services, 

 

nonoperating expenses, and so forth) $1,817,392 
h) Total nonpayroll expenses (add B2a through 52g)  $6.754,069 

i) TOTAL EXPENSES (add Bif + B2h)  $14,460,412 

$0 

SCHEDULE E- FINANCIAL DATA (continued) State ID 90411 
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CHARGES (continued) 

7. Other Operating Revenue 

B. 

a) Tax appropriations  $0 

b) State and Local government contributions: 

1) Amount designated to offset indigent care  $0 

2) Essential Access Hospital (EAH) payments  $2,992,319 

a) Critical Access Hospital (CAR) payments  $0 

4) Amount used for other  $0 

5) Totaf  $2,992,319 

c) Other contributions: 

1) Amount designated to offset indigent care $0 

2) Amount used for other  $0 

3) Total  $o 

d) Other (include cafeteria, gift shop, etc.) ...... $61,1T1 

e) Total other operating revenue 
(Ala + A7b5 + A7c3 + Aid) 

Nonoperating Revenue (No negative 
numbers! Losses or expenses should be 
reported in 82g.) 

a) Contributions  

b) Grants  

c) Interest Income  

d) Other  

e) Total nonoperating revenue  
(add Aga through A8d) 

f) TOTAL REVENUE $14,431,732 

(Net A4e + Ale + A8e) 

PH-0958 (Rev 03/10) 

$3,050,551 

$100 

$0 

$0 

$0 

$100 
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K. 1. Federal Income Tax: 

$0 

2. Local Property Taxes Paid During the Reporting Period: 3. Other Local, State, or Federal Taxes: 

a) Taxes on the Inpatient Facility $8 (exclude sales tax) 

b) Taxes on all Other Property $48 $0 

   

       

L. Does your hospital bill include charges incurred for the following professional services? 

Radiology - 0 YES @ NO Pathology - 0 YES 0 NO Anesthesiology - 0 YES @ NO Other - Specify 

PH-0958 (Rev. 03/10) 
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SCHEDULE E- FINANCIAL DATA (continued) State ID 90411 

C. CURRENT ASSETS 

1. Current Assets is defined as the value of cash, accounts receivable, inventories, marketable securities and other assets that could be converted to cash in less than 1 year. 

What were your current assets on the last day of your reporting period (specified in Schedule A7 on page 2)1 $4,332,014 

Net receivables are defined as the collectibles as of the last day of your reporting period, whether or not they are currently due_ 

2. What were your net receivables on the last day of your reporting period? $2,040,572 

D. FIXED ASSETS recorded on the balance sheet at the end of the reporting period (include actual or estimated value of plant/equipment that is leased). 

1. Gross plant and equipment assets (including land, building, and equipment) $8,838,346 

2. LESS: Deduction for accumulated depreciation $2,975,344 

3. NET FIXED plant and equipment assets (DI. Less 0.2.; if zero please explain on separate sheet) $5,863,002 

E. OTHER ASSETS recorded on the balance sheet at the end of the reporting period (include assets not included above as current or fixed assets). 

What were your other assets on the last day of your reporting period (specified in Schedule A7 on page 2)? $0  

F. TOTAL ASSETS 
Total Assets is the sum of current assets, fixed assets and other assets (C.1.1-D.3 +E.). 

What were your total assets on the last day of your reporting period (specified in Schedule A7 on page 2)? $10,195,016 

  

G. CURRENT LIABILITIES 
Current liabilities is defined as the amount owed for salaries, interest, accounts payable, and other debts due within one (1) year. What were your current liabilities on the last day 

of your reporting period? $1,838,753 

H. LONG TERM LIABILITIES 

1. Long Term Liabilities is defined as the amount owed for leases, bond repayment and other items due after one (1) year. What were your long term liabilities on the 

last day of your reporting period? $221,115  

2. Long Term Debt is defined as the value of obligations of over 1 year that require interest to be paid. What was your long term debt on the last day 

of your reporting period? $0 

I. OTHER LIABILITIES 
Other liabilities includes those liabilities not reported as current (item G.) or long term (item H.1.). 

What were your total liabilities on the last day of your reporting period (specified in Schedule A7 on page 2)? $2,050,668 

  

J. CAPITAL ACCOUNT 
Capital Account includes Fund Balance or Stockholder's Equity and all general, specific purpose, restricted or unrestricted funds. The Capital Account is the excess of assets over its liabilities. 

What was your capital account on the last day of your reporting period? $8,135,148  

Note: Total Assets should equal Liabilities plus Capital Account (i.e. item F.=0.+H.1.+1.+J.). 
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SCHEDULE E- FINANCIAL DATA (continued) State ID 90411 

  

M. TennCare Utilization and Revenue: 

1. Inpatient Utilization and Revenue for TennCare Managed Care Organizations: 

MCO NUMBER OF ADMISSIONS NUMBER OF PATIENT DAYS GROSS REVENUE NET REVENUE 

AmeriChoice 0 0 $0 $0 

AmeriGroup 0 0 $0 

Blue Care 13 74 $166,100 $30,031 

PHP 0 0 $0 $0 

TennCare Select 4 17 $34,866 $3,200 

TLC Family Care 0 0 $0 $0 

UAHC (Omnicare) 0 0 $0 $0 

Unison Health Plan 0 0 $0 $0 

TennCare, MCO 0 0 $0 $0 

Total MCO 23 115 $258,270 $44,920 

BHO 
TBH 21 136 $286,001 $54,800 

Premier 344 2,003 $4,092,670 $1,275,652 

Total BHO 365 2,139 $4,378,671 $1,330,452 

2. Outpatient Utilization and Revenue for TennCare Managed Care Organizations: 

MCO NUMBER OF PATIENTS NUMBER OF VISITS GROSS REVENUE NET REVENUE 

Ameriehoice 0 0 $0 $0 

AmeriGroup 0 0 $0 $0 

Blue Care 0 0 $0 $0 

PI-119  0 0 $0 $0 

TennCare Select 0 0 $0 $0 

TLC Family Care 0 0 $0 $0 

UAHC (Omnicare) 0 0 $0 $0 

Unison Health Plan 0 0 $0 $0 

TennCare, MCO 0 0 $0 $0 

Total MCO 0 0 $0 $0 

BHO 
TBH 0 0 $0 $0 

Premier 0 0 $0 $0 
Total BHO 0 0 $0 $0 
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SCHEDULE F- BEDS AND BASSINETS State ID  90411 

1. PLEASE GIVE THE NUMBER OF: 

A. TOTAL LICENSED ADULT AND PEDIATRIC BEDS AS OF THE LAST DAY OF THE REPORTING PERIOD 
(exclude beds in a sub-acute unit that are licensed as nursing home beds) 84  

8. The number of adult and pediatric staffed beds set up, staffed and in use as of the last day of the reporting period. 84  

C. NEWBORN NURSERY BASSINETS AS OF THE LAST DAY OF THE REPORTING PERIO 0  

D. Licensed Beds that were not staffed at any time during the reporting period. 0  

2. STAFFED ADULT, PEDIATRIC, AND NEONATAL BEDS (exclude newbom nursery, include neonatal care units): 

Was there a temporary or a permanent change in the total number of beds set up and staffed during the period? CD YES Q. NO 

if yes, give beds added or withdrawn (show increase by + and decrease by -) and date of change. 

Bed change (+ or -) 0 Bed change (+ or -) 0 Bed change (+ or -) 0 Bed change (+ or -) 0  

Date: Date: Date:  Date:  

3 SWING BEDS: 

A. Does your facility utilize swing beds? 0 YES (:) NO If yes, number of Acute Care beds designated as Swing Beds. 0 

B. PLEASE SPECIFY THE FOLLOWING FOR BEDS WHEN USED FOR LONG TERM SKILLED OR INTERMEDIATE CARE: 

How many admissions and how many days did you provide in the following categories?) 
INTERMEDIATE CARE ADMISSIONS PATIENT DAYS 

Private Pay 0 0 
Other 0 0 

Total 0 0 

SKILLED CARE ADMISSIONS PATIENT DAYS 
Commercial 0 0 
Blue Cross 0 0 
Medicare 0 0 
Private Pay 0 0 
Other 0 0 

Total 0 0 
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SCHEDULE F - BEDS AND BASSINETS (continued) 

4. A. Number of Beds Set Up and Staffed on a typical day 

State ID 90411 

  

SERVICE BEDS 

Medical 0 

Surgical 0 

Medical/Surgical 0 

Obstetrics 0 

Gynecological 0 

OBIGYN 0 

Pediatric 0 

Eye 0 

Neonatal Intensive Care 0 

Neonatal Intermediate Care 0 

Intensive Care (excluding Neonatal) 0 

Orthopedic 0 

Urology 0 

Rehabilitation 0 

Chronic/Extended Care 0 

Pulmonary 0 

Psychiatric 84 

Psychiatric specifically for Children and Youth under age 18 0 

Psychiatric specifically for Geriatric Patients 0 

Chemical Dependency 0 

Chemical Dependency specifically for Children and Youth under age 18 0 

Chemical Dependency specifically for Geriatric Patients 0 

Swing Beds (for long term skilled or intermediate care) 0 

Other, specify 0 

Unassigned 0 

TOTAL 84 

B. Number of Patients in hospital on a typical day. Exclude normal newborns (See Instructions), 

long term skilled or intermediate patients. 54 

5. OBSERVATION BEDS 

A. Do you use inpatient staffed beds for 23-hour observation? 0 YES 0 NO If yes number of beds 0 

B. Do you have beds assigned to dedicated 23-hour observation unit? OYES ENO If yes number of beds 

C. Do you have beds in a "same-day-surgery" unit that are used for both same-day surgery and 23-hour observation? 0 YES ® NO 

If yes, number of beds 0 
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SCHEDULE G - UTILIZATION State ID 90411 

   

1. INPATIENT UTILIZATION (include normal newborns) 
Patient Census Records: 

Please indicate whether you are reporting Admissions and Inpatient Days 0 
or Discharges and Discharge Patient Days 

2. UTILIZATION BY MAJOR DIAGNOSTIC CATEGORIES: 

MAJOR DIAGNOSTIC CATEGORIES 
ADMISSIONS 

OR 
DISCHARGES 

INPATIENT DAYS 
OR 

DISCHARGE PATIENT DAYS 

01 Nervous System 11 59 

02 Eye 0 0 

03 Ear, Nose, Mouth and Throat 0 0 

04 Respiratory System 0 0 

05 Circulatory System 3 20 

06 Digestive System 2 6 

07 Hepatobiliary System & Pancreas 0 0 

08 Musculoskeletal Sys. & Connective Tissue 0 0 

09 Skin, Subcutaneous Tissue & Breast 0 0 

10 Endocrine, Nutritional & Metabolic 2 11 

11 Kidney & Urinary Tract 0 0 

12 Male Reproductive System 0 0 

13 Female Reproductive System 0 0 

14 Pregnancy, Childbirth & the Puerperium 1 4 

15 Normal Newborns & Other Neonates with 
Conditions Originating in the Perinatal Period 

0 0 

16 Blood and Blood Forming Organs and 0 0 
Immunological Disorders 

17 Myelnproliferative Disorders & Poorly Differentiated 
Neoplasms 

0 0 

18 Infectious & Parasitic Diseases 0 0 
19 Mental Diseases & Disorders 2,833 17,219 
20 Alchohol/Drug Use & Alcohol/Drug-Induced 

Organic Mental Disorders 
557 2,503 

21 Injuries, Poisoning, & Toxic Effects of Drugs 0 0 

22 Bums 0 0 
23 Factors Influencing Health Status and Other 

Contacts with Health Services 
3 5 

24 Multiple Significant Trauma 0 0 

25 Human Immunodeficiency Virus Infections 0 0 

26 Other DRGs Associated with All MDCs 0 0 

TOTAL 3,412 19,827 

24 

PH-0958 (Rev. 03/10) RDA 1530 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
5
1
8



Please indicate whether you are reporting 

Age 

Under 15 Years 

Admissions and Inpatient Days 

ADMISSIONS 
OR 

DISCHARGES 

122 

or Discharges and Discharge Patient Days (i) 

INPATIENT DAYS 
OR OUTPATIENT 

DISCHARGE PATIENT DAYS VISITS" 

924 

15-17 years 179 1,255 

18-64 years 2,914 16,045 

65-74 years 132 1,038 

75-84 years 55 481 

85 years & older 10 84 

GRANO TOTAL 3,412 19,827 

" Should include emergency department visits and hospital outpatient visits 
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7 

2,053 

117 

13 

0 

2,216 

SCHEDULE G- UTILIZATION (continued) State 10 90411 

3. UTILIZATION BY REVENUE SOURCE (excluding normal newborns —see Instructions) 

Patients should be categorized according to primary payer and counted only once. 
Please indicate whether you are reporting Admissions and Inpatient Days C) or Discharges and Discharge Patient Days 

a) Self Pay 

b) Blue Cross/Blue Shield 

c) Champus/TRICARE 

d) Commercial Insurance 
(excludes Workers Comp) 

e) Cover TN 

f) Cover Kids 

g) Access TN 

h) Medicaid/Tenncare 

i) Medicare-Total 

Medicare Managed Care 
D Workers Compensation 

k) Other 

I) Total 

ADMISSIONS 
OR 

DISCHARGES 

54 

INPATIENT DAYS 
OR OUTPATIENT 

DISCHARGE PATIENT DAYS VISITS' 

286 

54 315 

23 113 

616 3,407 

2 8 

10 74 

3 12 

482 2,768 

978 6,498 

933 6,190 

1 6 

1,189 6,340 

3,412 19,827 

77 

220 
0 

1,279 

0 

0 

0 

30 

431 

217 

0 

179 

2,216 

" Should include emergency department visits and hospital outpatient visits 

NUMBER OF PATIENTS BY AGE GROUP (excluding normal newborns — see Instructions) 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

5. PATIENT ORIGIN (excluding normal newborns -- see Instructions) 
Indicate usual residence of patients and number of patient days. Please indicate whether you are reporting 

Admissions and Inpatient Days 0 or Discharges and Discharge Patient Days C) 

** List only those counties in other states that represent at least 1 percent of the total admissions or discharges to your hospital. 
If you have fewer than 500 total discharges or admissions annually, list only those counties that represent at least 2 percent 
of your total admissions or discharges. 

County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

01 Anderson 5 26 
02 Bedford 0 0 
03 Benton 0 0 
04 Bledsoe 0 0 
05 Blount 12 83 
06 Bradley 0 0 
07 Campbell 1 4 
08 Cannon 0 0 
09 Carroll 0 0 
10 Carter 291 1,790 
11 Cheatham 0 0 
12 Chester 0 0 
13 Claiborne 9 72 
14 Clay 0 0 
15 Cocke 9 41 
16 Coffee 0 0 
17 Crockett 0 0 
18 Cumberland 0 0 
19 Davidson 2 9 
20 Decatur 0 0 
21 DeKalb 0 0 
22 Dickson 0 0 
23 Dyer 0 0 
24 Fayette 0 0 
25 Fentress 0 0 
26 Franklin 1 6 
27 Gibson 0 0 
28 Giles 0 0 

26 
PH-0956 (Rev. 03/10) RDA 1530 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
5
2
0



County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

29 Grainger 12 62 

30 Greene 285 1,765 

31 Grundy 0 0 

32 Hamblen 25 160 

33 Hamilton 2 12 

34 Hancock 18 79 

35 Hardeman 0 0 

36 Hardin 0 0 

37 Hawkins 270 1,546 

38 Haywood 0 0 

39 Henderson 0 0 

40 Henry 0 0 

41 Hickman 0 0 

42 Houston 0 0 

43 Humphreys 0 0 

44 Jackson 0 0 

45 Jefferson 9 52 

46 Johnson 96 541 

47 Knox 16 89 

48 Lake 0 0 

49 Lauderdale 0 0 

50 Lawrence 0 0 

51 Lewis 0 0 

52 Lincoln 0 0 

53 Loudon 1 2 

54 McMinn 1 3 

55 McNairy 0 0 
56 Macon 2 24 

57 Madison 0 0 

58 Marion 0 0 

59 Marshall 0 0 

60 Maury 0 0 

61 Meigs 0 0 

62 Monroe 2 10 
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County # Tennessee County of Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

63 Montgomery 0 0 
64 Moore 0 0 
65 Morgan 0 0 
66 Obion 0 0 
67 Overton 0 0 
68 Perry 0 0 
69 Pickett 0 0 
70 Polk 0 0 
71 Putnam 0 0 
72 Rhea 0 0 
73 Roane 2 19 
74 Robertson 0 0 
75 Rutherford 0 0 
76 Scott 0 0 
77 Sequatchie 0 0 
78 Sevier 6 26 
79 Shelby 
80 Smith 0 0 
81 Stewart 0 0 
82 Sullivan 901 5,119 
83 Sumner 1 7 
84 Tipton 0 0 
85 Trousdale 0 0 
86 Unicoi 99 627 
87 Union 0 0 
88 Van Buren 0 0 
89 Warren 0 0 
90 Washington 1,027 5,910 
91 Wayne 0 0 
92 Weakley 0 0 
93 White 0 0 
94 Williamson 0 0 
95 Wilson 0 0 
96 TN County Unknown 0 0 

Tennessee Total 3,100 18,085 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

5. PATIENT ORIGIN (continued) 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
5
2
2



State & County Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

ALABAMA COUNTIES: 
(Siecify) 
1) Mobile 6 
2) Walker 4 
Other Alabama Counties 0 0 
Alabama Total 2 10 

GEORGIA COUNTIES: 
(Specify) 
1) Crawford 1 5 
2) Fulton 1 4 

Other Georgia Counties 0 0 
Georgia Total 2 9 

MISSISSIPPI COUNTIES: 
(Specify) 
1)  0 0 
2)  0 0 
Other Mississippi Counties 0 0 
Mississippi Total 0 0 

ARKANSAS COUNTIES: 
(Secify) 

) 
i 

0 0  
2) 0 0 
Other Arkansas Counties 0 0 
Arkansas Total 0 0 

MISSOURI COUNTIES: 
(Specify) 
1)  0 0 
2)  0 0 
Other Missouri Counties 0 0 

Missouri Total 0 0 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

5. PATIENT ORIGIN (continued) 

S
B
H
-
K
I
N
G
S
P
O
R
T
 
0
0
2
5
2
3



State & County Residence 

Number of 
Admissions or 

Discharges 

Number of 
Inpatient Days 
or Discharge 
Patient Days 

KENTUCKY COUNTIES: 
(Specify) 
1) Bell 2 8 

2) Knox 2 9 

Other Kentucky Counties 6 30 

Kentucky Total 10 47 

VIRGINIA COUNTIES: 
(Specify) 
1)  Bristol 40 205 

2)  Scott 57 277 

Other Virginia Counties 155 948 

Virginia Total 252 1,430 

NORTH CAROLINA COUNTIES: 
(Sidecify) 
1) Ashe 3 37  

2) Watauga 3 22 

Other North Carolina Counties 15 75 

North Carolina Total 21 134 

OTHER STATES: 
(Stec

Flo
h) 

1) rida 5 36  

2)  Texas 3 23 

All Other States and Countries 11 53 

RESIDENCE UNKNOWN: 0 0 

GRAND TOTAL. 3,412 19,827 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

5. PATIENT ORIGIN (continued) 
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SCHEDULE G - UTILIZATION (continued) State ID  90411 

6. Delivery Status: 

A. Number of Infants Born Alive 0 

B. Number of Deaths of Infants Born Alive 0 

C. Number of Fetal Deaths (500 grams or more or in the absence of weight, 22 weeks or more gestation) 0 
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SCHEDULE H - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS State ID  90411 

1. TYPE OF UNIT - PSYCHIATRIC: 

A. Do you have a dedicated psychiatric unit? @ YES 0 NO If yes, please complete items on this page and on the next page. 

B. Do you have a designated Gero-Psychiatric Unit? @ YES 0 NO 

BEDS 

A. Number of assigned beds 64 

B. Date unit opened 06/01/1985  

UTILIZATION BY AGE GROUPS: 
Please indicate if you are reporting Admissions and Inpatient Days @ or Discharges and Discharge Patient Days O 

Inpatient 
Partial Care or 
Day Hospital Outpatient 

AGE GROUPS 
Number of 
Patients on 

September 30 

Number of 
Admissions or 

Discharges 

Number of Inpatient 
or Discharge 
Patient Days 

Number 
of 

Sessions 

Number 
of 

Visits 

Children and/or 
Adolescents 
Ages 0-17 

0 319 1,844 0 0 

Adults 
Ages 18 - 64 

0 2,929 16,931 2,078 0 

Elderly 
Ages 65 and 

older 

0 162 1,052 138 0 

Total 
0 3,430 19,827 2,216 0 

4. Is the psychic ric service managed under a management contract different from the hospital itself? 0 YES @ NO 

If yes, please special,/ name of organization that manages the unit. 

5. Do you have contracts with Behavior I Health Organizations? (it YES 0 NO 

6. Does your hospital use: If Yes, Number of Patients Number of Times Seclusion 
Secluded or Restrained or Restraint was Initiated 
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Age 0-17 

 

Age 18+ Age 0-17 Age 18+  

0 0 a 

19 3 32 

0  
a 

 

      

A. Seclusion 

B. Mechanical Restraints 

C. Physical Holding Restraints 

D. Chemical Restraints 

@ YES 

5 YES 

O YES 

O YES 

O NO 

O NO 
",,it NO 

@ NO 

0 

  

3 

  

0 

  

0 
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SCHEDULE H - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued) State ID  90411 

7, FINANCIAL DATA - PSYCHIATRIC 

INPATIENT 
CHARGES plus 

OUTPATIENT 
CHARGES equals  

TOTAL 
CHARGES minus  

ADJUSTMENTS 
TO CHARGES equals  

NET PATIENT 
REVENUE 

A GROSS PATIENT REVENUE & NET 
PATIENT REVENUE BY PAYER: 

1. Self Pay $617,843 + $8,100 $625$43 $468,081 = $157,662 

2. Blue Cross/Blue Shield $642,577 + $23,611 $666,188 $415,175 = $251,013 

3. Champus/TRICARE $0 + $0 $0 $0 $0 

4. Commercial Insurance (excludes Workers Comp) $7,190,746 + $140,260 $7,331,006 $4,366,398 = $2,964,608 

5. Cover TN $0 + $0 $0 $0 = $0 

6. Cover Kids $0 + $0 $0 $0 1,  $0 

7. Access TN $0 + $0 $0 $0 = $0 

8. Medicaidfienncare $10,939,408 + $17,986 r- $10,957,394 $7,441,000 $3,516,394 

a Medicare-Total $14,350,343 + $45,731 $14,396,074 $9,250,679 $5,145,395 

Medicare Managed Care $2,873,135 + $21,611 $2,894,746 $1,815,097 $1,079,649 

10. Workers Compensation $0 + $0 $0 $0 = $0 

11. Other $7,796,008 + $4,398 $7,800,406 $5,462,275 $2,338,131 

B. NON-GOVERNMENT ADJUSTMENTS 
TO REVENUE 

1. Bad Debt $29,151 

2. Charity Care $704,243 

3. Contractual Adjustments $26,699,366 

4. Total $27,432,760 

5. Amount of discounts provided to uninsured patients $285,311 

8. A. SERVICE CHARGES INPATIENT 
CHARGES 

OUTPATIENT 
CHARGES 

1. Routine Treatment $0 $0 

2. Ancillary Services $8,354,354 $5,427 

3. Other $0 $0 

4. Total $8,354,354 $5,427 

B. Do these charges include physicians' fees? (1.,\ YES ✓' NO 
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SCHEDULE Ft - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued) State ID 90411 

1 TYPE OF UNIT - CHEMICAL DEPENDENCY: 

Do you have a dedicated chemical dependency unit? YES ® NO If yes, please complete items on this page and on the next page 

2. BEDS 

A. Number of assigned beds 

B. Date unit opened 

3. UTILIZATION BY AGE GROUPS: 
Please indicate if you are reporting Admissions and Inpatient Days 0 or Discharges and Discharge Patient Days 

Inpatient 
Partial Care or 
Day Hospital Outpatient Residential Care 

AGE GROUPS 
Number of 
Patients on 

September 30 

Number of 
Admissions or 

Discharges 

Number of Inpatient 
or Discharge 
Patient Days 

Number 
of 

Sessions 

Number 
of 

Visits 

Number 
of 

Visits 

Children and/or 
Adolescents 
Ages 0 -17 

0 0 0 0 0 0 

Adults 
Ages 18 - 64 

0 

0 

0 0 0 0 0 

Eldedy 
Ages 65 and 

Older 

0 0 0 0 0 

Total 
0 0 0 0 0 0 

4. Is the chemical dependency service managed under a management contract different from the hospital itself? 0 YES NO 
If yes, please specilfy name of organ cation that manages the unit. 

5. Do you have contracts with Behavioral Health Organizations? Ci) YES ® NO 

0 
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SCHEDULE H - PSYCHIATRIC AND CHEMICAL DEPENDENCY UNITS (continued) State ID  90411 

6. FINANCIAL DATA - CHEMICAL DEPENDENCY 

INPATIENT 
CHARGES plus 

OUTPATIENT 
CHARGES equals 

TOTAL 
CHARGES minus  

ADJUSTMENTS 
TO CHARGES equals 

NET PATIENT 
REVENUE 

GROSS PATIENT REVENUE & NET 
PATIENT REVENUE BY PAYER: 

1. Self Pay $0 + $0 = $0 - $0 = $0 

2. Blue Cross/Blue Shield $0 + $0 - $0 $0 = $0 

3. Champus/TRICARE $0 + $0 = $0 - $0 = $0 

4. Commercial Insurance (excludes Workers Comp) $0 + $0 = $0 - $0 = $0 

5. Cover TN SO + $0 = $0 - SO = $0 

6. Cover Kids $0 + $0 - $0 $0 = $0 

Access TN $0 + $0 = $0 - $0 = $0 

8. Medicaid/Tenncare $0 + $0 $0 $0 = $0 

9. Medicare-Total $0 4  $0 = $0 - $0 = $0 

Medicare Managed Care $0 + $0 = $0 - $0 = $0 

10. Workers Compensation $0 + 50 = $0 - $0 = $0 

11. Other $O * $0 = $0 - $0 = $0 

B- NON-GOVERNMENT ADJUSTMENTS 
TO REVENUE 

1. Bad Debt $0 

2- Charity Care $0 

3. Contractual Adjustments $0 

4. Total $0 

5. Amount of discounts provided to uninsured patients $0 

7. A. SERVICE CHARGES INPATIENT 
CHARGES 

OUTPATIENT 
CHARGES 

1. Routine Treatment $0 $0 

2. Ancillary Services $0 $0 

3. Other $0 $o 

4. Total $0 $0 

B. Do these charges include physicians'fees? C, YES 0 NO 
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1. What is the direct telephone number 

2. Is the Emergency Department managed 
If yes, with whom is the contract held? 

3. Emergency Department: 

into your Emergency 

under a 

SCHEDULE I - EMERGENCY DEPARTMENT 

Department? 

itself? 

State ID 

0 YES ® NO 

90411 

management contract different from the hospital 

Number of visits by payer: 

A. Self Pay 0 H. edicaid/Tenneare L. Grand Total 0 

B. Blue Cross/Blue Shield 0 AmeriChoice 0 

AmeriGroup 0 
C. Champus/TRICARE 0 Blue Care 0 

D. Commercial Insurance 0 PHP 0 

(excludes Workers Comp) TennCare Select 0 

TLC Family Care 0 
E. Cover TN 0 UAHC (Omnicare) 0 

F. Cover Kids 0 Unison Health Plan a 
TennCare, MCO Unspecified a 

G. Access TN 0 
TBH 0 

Premier 0 

TennCare Total 0 

I. Medicare-Total 0 

Medicare Managed Care 0 

J. Workers Compensation 0 

K. Other 

 

a 

 

4 your Emergency Department staffed 24 hours per day? Q YES ® NO If no, please give hours covered. 0 
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SCHEDULE I - EMERGENCY DEPARTMENT (continued) State ID  90411 

5. Indicate the number of the following personnel available in the hospital on a normal day and 
how many are available to the Emergency Department. 

A. PHYSICIANS: 

ON HOSPITAL 
CAMPUS 

IN EMERGENCY 
DEPARTMENT 

Board certified in Emergency Medicine 0 0 
Board eligible in Emergency Medicine 0 0 
Declared Speciality of Emergency Medicine 0 0 
Board Certified Psychiatrists 0 0 
Other Physicians Available to Emergency Department 0 0 

B. NURSES: 
Nurse Practitioners 0 0 
R.N.'s with formal emergency training and experience 0 0 
Other R.N.'s 0 0 
L.P.N.'s and other nursing support personnel 0 0 
Clerical Staff 0 0 

C. OTHER: 
EMT. 0 0 
E.M.T. advanced 0 0 
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SCHEDULE 1- EMERGENCY DEPARTMENT (continued) State ID  90411 

6. SUPPORTIVE SERVICES: 
YES NO 

A. COMMUNICATIONS: 

Two-Way radio in ER with Access to: 

Central Emergency Dispatch Center 

Ambulances 0 

Other hospitals 

B. HELIPORT: O C.& 

C. PHARMACY IN ER: 

D. BLOOD BANK: 

Fully stocked 0 G.9 

Common blood types only O C•J 

Blood expanders 0 

7. Do you have dedicated centers for the provision of specialized emergency care for the following: 

A. Designated Trauma Center 0 YES ® NO 

B. Burns 0 YES C•@ NO 

If yes, do you have a designation by a government agency as a Burn Center? 0 YES 0 NO 

C. Pediatrics YES ® NO 

D. Other, specify 

8. Triage: A. Total number of patients who presented in your ER. 0  

B. Total number treated in your ER. 0  

C. Total number not treated in your ER but referred to physician or clinic for treatment. 
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SCHEDULE J - PERSONNEL ON PAYROLL AS OF LAST DAY OF REPORTING PERIOD AND USE OF CONTRACT EMPLOYEES State ID 90411 

Full-Time 
Equivalent'• 

1. Administration: 

A. Administrators & Assistants 0.5 

Full-Time 
Equivalent 
Budgeted 
Vacancies 

0.0  

Use Contract Staff 
in this Employee 

Category*" 

12. Radiological services: 

A. Radiographers (radiologic 

Full-Time 
Equivalent" 

Full-Time 
Equivalent 
Budgeted 
Vacancies 

Use Contract Staff 
in this Employee 

Category."' 

B. Director, Health Services technologists)  0.0 0.0 0 
Research & Assistants  0.0 0.0 0 8. Radiation therapy technologists  0.0 00 0 

C. Marketing & Planning Officer(s) C. Nuclear medicine technologists  0.0 0 o 0 
&Assistants  0.0 00 19 ❑. Other radiologic personnel  0.0 0.0 0 

D. Financial and Accounting 13. Therapeutic services: 
Officer(s) & Assistants  0.0 00 D A. Occupational therapists  0.0 0.0 0 2. Physician and Dental Services'. 

0.0 0.0 A. Physicians  0.0 0.0  
B. Occupational therapy 

assistants & aides  0 
B. Medical residents  0.0 0.0 C. Physical therapists  0.0 0.0 LI 
C. Dentists  0.0 0.0 0.0 0.0 0 D. Physical therapy assistants & aides 0,  
D. Dental residents  0.0 00 0 E. Recreational therapists  0.0 0.0 0 

3. Nursing Services: 14. Speech and hearing services; 
A. RNs-Administrative  0,0 00 LI A. Speech Pathologist  0.0 0.0 0 
B RNs - Patient care/clinical. . 46.2 00 B Audiologist  0.0 00 0 
C. LPNs  9.2 0.0 15. Respiratory therapy services: 
D. Ancillary nursing personnel  20.1 14.3 A. Respiratory therapists  00 0.0 

4_ Certified Nurse Midwives  00 00 .E; B. Respiratory therapy technicians  0.0 0,0 
5. Nurse Anesthetists  00 0.0 16. Psychiatric services: 
B. Physicians assistants  00 0.0 D A. Clinical psychologists  0.0 0.0 
7. Nurse practitioners  0.0 0.0 9 B Psychiatric social workers 0.0 0.0 
8. Medical record service: C. Psychiatric registered nurses  0.0 o.o 

A. Medical record administrators 0.0 00 El D. Other mental health professionals 25.9 0.0 LI 
B. Medical record technicians 17. Chemical dependency services: 

(certified or accredited) ,,,,,,,, 0.0 0.0 El A. Clinical psychologists  0.0 0.0 C. Other Medical record technicians 00 0.0 
0.0 0.0 B. Social workers  0 9. Pharmacy: 
0.0 0.0 C. Registered nurses  0 A. Pharmacists, licensed  0.4 18 

0. Other specialists in addiction 
B. Pharmacy technicians  0.9 0.1 9 and/or in chemical dependency  0.0 00 L7 
C. Clinical Phar-D  1.0 0.0 9 18. Medical Social workers  0.0 0.0 D 

10. Clinical laboratory services: 19. Surgical technicians  0.0 0.0 9 
A. Medical Technologists  0 0 0.0 9 20. All other certified professional 
B. Other laboratory personnel  0.2 0.0 9 & technical  to 0.0 9 

11. Dietary services: 21. All other non-certified professional 
A. Dietitians  0.0 0.5 & technical  0.0 00 0 
B. Dietetic technicians  00 0.0 9 

22. All other personnel  63.5 4.3 

" + Part-time specified in Full Time Eq ent TOTAL  168.9 21.0 

"* Please check if contract staff is used.  
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SCHEDULE K- MEDICAL STAFF State ID 90411 

(1) (2) (3) 
Number of Active Number of Active Number of House 

and Associate and Associate Staff Who Are 
Medical Staff Medical Staff Who Interns, Externs 

(Include Board Are Board Certified or Residents 
Certified) 

1. MEDICAL SPECIALTIES: 
A. General and family practice 31 28 0 
B. Pediatric 29 25 0 
C. General internal medicine 88 77 0 
D. Psychiatric 9 7 2 
E. Neonatologist 4 4 0 
F. Cardiologists 48 44 0 
G. Neurologists 14 8 0 
H. Other medical specialties 28 27 0 

2. SURGICAL SPECIALTIES: 
A. General surgery 10 10 6 
S. Obstetrics and gynecology 21 14 0 
C. Perinatologists 0 0 0 
D. Gynecology 1 1 0 
E. Orthopedic 21 15 0 
F. Neurosurgeons 5 3 0 
a Cardiovascular 0 0 0 
H. Gastroenterology 20 19 0 
I. Other surgical specialties 51 38 0 

3 OTHER SPECIALTIES: 
A. Pathology 7 7 0 
B. Radiology 21 20 0 
C. Anesthesiology 13 13 0 
D. Other specialties 189 165 0 

4. DENTAL SPECIALTIES: 2 0 0 

TOTAL 612 525 10 
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SCHEDULE L- PERINATAL State ID 90411 

1A. Name of person completing Perinatal survey 
1B. Telephone Number (423) 854-5947  
1C. Fax Number (423) 854-5958  

Please complete the following questions. 

Enqie Trivett 

 

2. Births 
A. Total number of births 
B. Birth weight below 2500 grams (5Ib 8oz) 0 
C. Birth weight below 1500 grams (3 lb 5oz) 0 

3. Number of babies on ventilator longer than 24 hours 0 

4. Number of babies received from referring hospitals for neonatal management 0  
YES NO 

5. Is Medical Director of Obstetrics board certified/eligible in maternal-fetal medicine? C) G) 

6. Is Medical Director of the Nursery board certified/eligible in neonatal-perinatal? 0 (idi 

7. Do the following subspecialty consultants spend more than 2/3 full-time effort at your hospital? 

A. OBSTETRICS: 
Perinatal Sonologist  C C. 
Hematologist  X) 0 
Cardiologist  0 bii.) 

B. NEONATAL: 
Pediatric Radiologist  0 
Pediatric Cardiologist  0 0 
Pediatric Neurologist  
Pathologist  C 
Pediatric Surgeon 0 ii?) 
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SCHEDULE M - SURVEY ON NURSING PERSONNEL 

(As of the last day of the reporting period) 

State ID 90411 

  

1. Registered Nurses 
HIGHEST EDUCATION 

LEVEL. 
FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 

THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

PRIMARY ROLE 
(NUMBER OF POSITIONS) 

CLINICAL ADMINISTRATIVE 

Total 45.0 0.0 0.0 0.0 49.0 10.0 

Bachelors Degree 16.6 0.0 0.0 0.0 21.0 2.0 

Associate Degree 27.5 0.0 0.0 0.0 27.0 8.0 

Diploma 0.9 0.0 0.0 0.0 1.0 0.0 

Masters Degree 0.0 0.0 0.0 0.0 0.0 0.0 

Doctorate Degree 0.0 0.0 0.0 0.0 0.0 0.0 

2. Advanced Practice tees 
NURSING 

PERSONNEL 
CATEGORY 

FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 
THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

PRIMARY ROLE 
(NUMBER OF POSITIONS) 

CLINICAL ADMINISTRATIVE 

Total 0.0 0.0 0.0 0.0 0.0 0.0 

Nurse Practitioner 0.0 0.0 0.0 0.0 0.0 0.0 

Clinical Nurse Specialist BO 0.0 0.0 0.0 0.0 0.0 

CRNA 0.0 0.0 0.0 0.0 0.0 0.0 

Certified Nurse Midwife 0.0 0.0 0.0 0.0 0.0 0.0 

3. Licensed Practical Nurses 

LPNs NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 
THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

Total 0.0 0.0 

4. Recruitment of Nursing Personnel 

The following are select specialties for which hospitals commonly report recruitin difficulties. 
Please specify other categories as necessary. 

NURSING PERSONNEL CATEGORY FTE NUMBER 
CURRENTLY 
EMPLOYED 

NUMBER OF 
BUDGETED 
VACANCIES 

NUMBER OF POSITIONS 
YOU PLAN TO ADD IN 
THE NEXT 12 MONTHS 

NUMBER OF POSITIONS 
YOU PLAN TO ELIMINATE 
IN THE NEXT 12 MONTHS 

CCU/ICU 0.0 0.0 0.0 0.0 
ER 0.0 0.0 0.0 0.0 
Other (Specify): 

0.0 0.0 0.0 0.0 
0.0 0.0 0.0 0.0 
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SCHEDULE N- HEALTH CARE PLANS ACCEPTED State ID 90411 

The Health Consumer Right-to-Know Act of 1998 which was signed by Governor Sunquist in May, 1998 requires hospitals to report 
to the Deparhnent of Health 'health care plans accepted by the hospital" as well as a variety of information that is Included in earlier schedules 
of the Joint Annual Report. In order to allow the Joint Annual Report to meet the entire mooning requirement described in this act, please list 
all health insurance plans with which you currently - as of the last day of this reporting period have a valid contract. List each plan separately 
not just the name of the company. For example, if you have contracts to provide services to individuals enrolled in Blue Choice and Blue 
Preferred, list both plans and do not only list Blue Cross 8, Blue Shield of Tennessee. 

Plans: 

Woodridge - Beechstreet - PPO 

Amedchoice UBH - TennCare131-10 

Canten/Humana - HMO 

Canten/Humana - POS 

Carden/Humana- WorXs 

Canten/Humana - Senior Health (Med Adv) 

CIGNA RHO - BHO 

Dept of Labor - Facility Agreement 

Encompass - Baxter Ee's - Direct 

Evolutions - PRO Network 

First Health - PPO 

Formost - PRO 

GEHA PPO USA - PRO 
Initial Group - PPO - Initial Health Alliance 

Initial Group - PPO - Workers Comp 

LifeSynch - PPO - Psych 
Magellan - Commercial Facility Agreement 

PHCS - PPO 

UMWA - Direct 

UBH - PPO 

USA MCO - PPO Network 

2
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ValueOptions - Commercial BHO 

ValueOptions - TennCare RHO 

Virginia Medicaid - Medicaid 

43 
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Woodridge Psychiatric Hospital 
Fiscal Years 11-14 Actual and FY12-14 Budget 
Key Operating Indicators 
Operating _Statistics (excl Long-Term Caret 
Average Daily Census 
Occupancy Percent 
Patient Days 
Admissions 
Adjusted Patient Days 
Adjusted Admissions 
Outpatient Visits 
ED Visits 

Revenue By Source 
Medicare 
Managed Medicare 
Medicaid 
Ten nCare 
Blue Cross 
United - River Valley 
Managed Care / Commercial 
Charity / Self Pay 
Other Patient Revenue 
Total Gross Patient Revenue 

IP Revenue per Patient Day 
OP Revenue per Outpatient Visit 
Operating Revenue per Adjusted Patient Day 
Operating Expense per Adjusted Patient Day 
Operating Revenue per Adjusted Admission 
Operating Expense per Adjusted Admission 
Net Revenue 16 of Gross Revenue 
Net Revenue per Adjusted Admission 

Labor Management 
Employed Full Time Equivalents 
Contract Full Time Equivalents 
Total Full Time Equivalents 
FTEs per Adjusted Occupied Bed (Ind Cent Lbr) 
Man Hours per Adjusted Admission (inn Cont Lbr) 
Average Hourly Rate (excl Cont Lbr) 
Salary Expense per FIE (excl Cont Lbr) 
Salary VVagesiElenelits per Adjusted Admission 
Salary Wages/Benefits % of Net Revenue 

Patient Resource Management 
Overall Average Length of Stay 
Overall Medicare Case Mix Index 
Overall Case Mix Index 
Acute Medicare Case Mlx Index 
Acute Overall Case Mix Index 
Supply Expense % of Net Revenue 
Supply Expense per Adjusted Admission 

FY11 Actual FY12 Actual FY13 Actual FY14 Actual FY12 Budget FY13 Budget FY14 Budget 

54 58 61 64 54 62 62 
64.7% 69.4% 72.3% 76,4% 64.7% 73.7% 74.1% 

19,827 21,329 22,182 23,426 19,882 22,592 22,726 
3,430 3,577 3,825 4,051 3,290 3,814 3,788 

19.942 21,806 22,738 23,671 20,460 23,109 23,177 
3450 3,657 3.921 4,124 3,386 3901 3.863 
2,216 4,643 5.378 4,482 2,295 4,715 5.434 

550 530 685 740 621 560 663 

32,2% 22.7% 22.4% 18.8% 32.1% 29.0% 22.4% 
0.0% 8.9% 10.1% 12.2% 0.0% 0.0% 10.1% 
2.5% 2.4% 1.7% 1,6% 2.5% 2.5% 1.7% 

24.1% 42.3% 46.7% 26.3% 24.1% 24.2% 46,5% 
9.6% 10.2% 9.7% 9.4% 9.6% 10.4% 9.7% 
5.2% 2.3% 2.3% 1.5% 5.2% 5.0% 2.3% 
5.9% 5.6% 4.9% 4.1% 5.9% 5.1% 4.9% 
1.3% 4.0% 0.7% 23.9% 1.3% 2.8% 0.7% 

19.3% 16% 1.6% 2.1% 19.3% 21.0% 1.6% 
100.0% 100.0% 100.0% 100.0% 100,0% 100.0% 1000% 

$2.095 $2,214 52,355 $2.480 $2,223 $2,317 $2,493 
$108 $227 $244 $135 $560 $254 $207 
$722 $711 $707 $745 $575 $667 $676 
$645 $681 $668 $652 $684 $647 $626 

$4,175 $4,237 $4.102 $4,275 $3,477 $3,954 $4,054 
$3,726 $4,059 $3,875 $3,743 $4,132 $3.832 $3,757 
34.3% 28.5% 25.2% 25.5% 22.7% 24.0% 22.6% 

$4,158 $3,763 $3,448 $3,628 $3,044 $3,292 $3,385 

189 212 224 207 198 223 219 
0 I 1 1 0 0 1 

189 212 225 208 198 224 220 
3.44 3.54 3.63 3.20 3.54 3.55 3.49 

114.0 120.7 119.5 105.0 121.7 119.2 118.3 
$17.02 $17.70 $16.88 $16.91 $17.91 417.28 $16.14 

$35.410 536,822 $35,116 $35,165 537.254 $35,900 $33,564 
$2,078 $2,388 $2,184 $2,114 $2,341 $2,249 $2,049 

56.5% 71.0% 72.096 65.6% 86.6% 76.5% 68.4% 

5.78 5.96 5.80 5.74 6.04 5.92 6.00 
0.83 0.87 0.91 0.97 0.83 0.88 0.86 
0.77 0.80 0.86 0.88 0.77 0.82 0.90 
0.00 0.00 0.00 0.00 0.00 0.00 0.00 
0.00 0.00 0.00 0.00 0.00 0.00 0.00 
5.0% 5.8% 7.0% 5.9% 7.3% 63% 7.3% 

$209 $218 $240 $213 $221 $209 $248 
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FY11 Actual FY12 Actual FY13 Actual FY14 Actual FY12 Budget FY13 Budget FY14 Budget 

41.536,924 47,218,095 52.246,602 58,085,025 44,199,438 52,351.443 56,653,705 
240.086 1,055 878 1.310.612 606.945 1.285,404 1,198,433 1.123.753 

41,777,010 48.273,972 53,557.214 58,691,970 45,484,841 53.549,876 57,777,458 

26,699,366 24,112,512 26,794,689 28.055,703 31,670,165 29,187,655 30,464,673 
85,618 9.250,634 12,497,985 14,494,304 2,327,445 10,139,355 13,375,482 

618,625 1.086,498 706,036 723,153 1,137,121 1,338,747 813.042 
29,151 61,301 38.346 207,275 45,485 41,690 48,570 

0 0 0 250,219 0 0 0 
27.432,760 34,510,945 40,037,057 43.730,655 35,180,215 40707448 44,701,767 

14,344,249 13,763,027 13.520,157 14,961,315 10,304,626 12,842,428 13,075,692 

0 0 0 0 0 0 0 
58,232 1.731,177 2.563.747 2.667.125 1469.023 2,582.837 2,585.060 
58,232 1/31,177 2.563.747 2,667,125 1,469.023 2,582.837 2,585,060 

14,402.481 15,494,204 16,083.905 17,628,440 11,773,649 15,425,265 15,660.752 

6,694,379 7,789,559 7,861,827 7,288,692 7,370.486 8,015,519 7,355,126 
0 0 0 25,855 0 0 0 
0 40,609 121,404 94,370 0 0 58,969 

1,405,132 1.936,800 1,753,402 2,404,059 1,548,973 1,811.202 1533,484 
2,158,998 2,435.943 2,570,116 2,838,702 2,335,744 2,437,543 2,673,476 

720,200 797,479 940,293 877.176 748,035 813,523 958,670 
155,767 150,421 152,010 152,504 166.025 163,063 158.214 
358,919 378,144 235.108 338.512 481.984 286,733 344,948 

0 0 0 0 0 0 0 
653.646 609,568 857,915 717,072 634,371 719.755 732,926 

0 0 0 0 0 0 0 
706,862 704,423 701,968 699.822 704.423 701,966 699,624 

12,853,902 14,842,945 15,194,039 15,436,564 13.990.039 14,949,305 14,515.438 

1,548,578 651,260 889,866 2.191.876 (2,216,390) 475.960 1,145.314 

938,583 1.015.189 1,071.722 991.536 1.015.185 1,071,722 991,536 
556,210 610,301 948,949 906,001 610,304 948,949 906,001 

53,785 (974,231) (1,130,805) 294,340 (3,841,879) (1.544.711) (752,222) 

0 0 0 0 0 0 0 
0 0 0 0 0 0 0 
0 0 0 0 0 0 0 
0 0 0 0 0 0 0 
0 0 0 0 0 0 0 
0 0 0 0 0 0 0 
0 0 0 0 0 0 0 

(62,565) (26,743) (94,558) (109,284) 0 0 0 
100 (4,403) 0 (46.793) 0 0 0 

(82.465) (31.146) (94,558) (156.077) 0 0 0 

(28,680) (1,005,377) (1,225,363) 138,262 (3.641.879) (1.544,711) (752,222) 

0 0 0 0 0 0 0 
0 0 0 0 0 0 0 

(28.680) (1,005.377) (1.225,363) 138,262 (3.841,879) (1,544,711) (752.222) 

0 0 0 0 0 0 0 
(28,680) (1,005,377) (1.225,363) 138,262 (3.841,879) (1,544,711) (752,222) 

0 0 0 0 0 0 0 

(28,880) (1,005,377) 11,225,363) 138,262 (3.841,879) (1,544,711) (752,222) 

1.331.828 308,614 334,517 1,554,957 (2,503,085) (122,990) 680,328 

Woodridge Psychiatric Hospital 

Fiscal Years 11-14 Actual and FYI2-14 Budget 
Statement of Revenue and Expense 
Patient Petenee  
Inpatient Revenue 
Outpatient Revenue 
Total Gross Patient Revenue 

Deductions from Revenue 
Contractual Adjustments 
Charity 
Contra Revenue - Charity 
FrovisiOn for Bad Debt 
Uninsured Discount 
Total Deductions 

Net Patient Service Revenue 

Premium Revenue 
Other Operating Revenue 
Total Other Operating Revenue 

Total Operating Revenue 

Ooeratino Expense 
Salaries 
Provider Salaries 
Contract Labor 
Employee Benefits 
Fees 
Supplies 
Utilities 
Other Expense 
Medical Costs 
Depreciation 
Amortisation 
Interest Si Taxes 
Total Operating Expense 

Net Operating income before Support Allocation 

Support Allocation- Salaries, Contract tabor & Benefits 
Support Allocation - Other 

Net Operating Income alter Support Allocation 

Net Investment Income 
Realized Gain on Investments 
Gain I (Loss) roe Affiliates 
Gain / (Loss) on Disposal 
Loss on Extinguishment of LTD / Derivatives 
Minority Interest 
Taxes - Non Operating 
Incentive Pay 
Other Non Operating Income I (Expense) 
Total Non Operating income I (Expense) 

Total Revenue Over Expense Before CFV of 
Derivatives 
Change in Fair Value of Interest Rale Swaps 
Gain / (Loss) in Swaption / Call Option 
Total Excess Revenue Over Expense 

Net Unrealized Gain / (Loss) an Investments 
increase in Unrestricted Net Assets Before Change In 
accounting Principle 
Cumulative Effect of Change in Accounting Principle 
Total Increase in Unrestricted Net Assets 

EBITDA 
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North Carolina Department of Health and Human Services For Official Use Only 
Division of Health Service Regulation License # MI-1H- 0976 
Acute and Home Care Licensure and Certification Section Computer: 
1205 Umstead Drive, Raleigh, NC 27603 or 2712 Mail Service Center PC Date  
Raleigh, N.C. 27699-2712 
Telephone: (919) 855-4620 Fax: (919) 715-3073 License Fee: $2085.00 

2015 
MENTAL HEALTH / SUBSTANCE ABUSE HOSPITAL 

LICENSE RENEWAL APPLICATION 

Name of Facility: SBH-Wilmington, LLC 
(Full legal name of corporation, partnership, individual, or other legal entity owning the enterprise or service.) 

Doing Business As: 
(d/b/a) name(s) under which the facility or services are advertised or presented to the public: 

PRIMARY: Strategic Behavioral Center-Leland 
Other: 
Other: rAin 

CK NO. 
DATE - 

Facility Mailing Address: 2050 Mercantile Drive 
Leland, NC 28451 

Facility Site Site Address: 2050 Mercantile Drive 
Leland, NC 28451 

County: Brunswick 
Telephone: (q10)  3-11 Fax: (  (110)  ?.11- aso  

Administrator/Director: 0Clu e-,ctse  
Title: L Ca 
(Designated agent (individual) responsible to the governing body (owner) for the management of the licensed facility) 

Chief Executive Officer:  00,W-% e L c.) Title : C,  
(Designated agent (individual) responsible to the governing body (owner) for the management of the licensed facility) 

Signature of Licensee or Person with Signatory Authority: The undersigned submits application for the 
above named facility in accordance with the provisions of 10 NCAC 27G adopted by the Commission for 
Mental Health, Developmental Disabilities, and Substance Abuse Services and certifies the accuracy of this 
information. 

Signature: Date:  421/  
Name of the person to contact for any questions regarding this form: 

Name: Ockt.3\CL  Telephone:  (11.0 -;)-,-/I---at-3-oo 
E-Mail: C*Cx-1\-)  r r \-c-ck\'ec( -b .corn 

'The N.C. Department of Health and Human Services does not discriminate on the basis of race, color, national origin, religion, age, or disability in employment or the provision of services." 

Page 1 
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Ownership Disclosure: (Please fill in the blanks and make changes where necessaiy.) 

I What is the name of the legal entity with ownership responsibility and liability? 

Owner:  CS151(f)\-111)5V ate QLCz BetnClu i 0€0,11-k  

Street/Box  q IRS Tenle:i NIA DR,Sunre at, t  
City: V-k hk NI 5 State: -VIC Zip code: '391'd„'`,' 
Telephone: ( (110I )  CAL'S 31 00 Fax: ( 0 I ) q -31 

CaO: 

a. Legal entity is: y For Profit Not For Profit 

b. Legal entity is X  Corporation)  LLC, Partnership 
Proprietorship Government Unit 

NPI Number: I (a 3 9 3 9 a 9 

c. Does the above entity (partnership, corporation, etc.) own the building from which services are offered? 

X Yes No 

If 'No', name of building owner: 
Phone Number 

2. Is the business operated under a management contract? Yes  X No 

If 'Yes', name and address of the management company 
Name: 

Street/Box: 
City: State:  Zip: 
Telephone: 

Accreditation: If surveyed within the last twelve (12) months, attach a copy of accreditation report and grid. If 
applicable, attach copy of plan of correction 

i i Is this facility accredited by The Joint Commission?  N/Yes No Expiration Date:  I Gr  

Page 2 
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E Single-Owner LLC 

City/Municipality 

 Non-Profit 

How would you describe the ownership? 

❑ Federal ❑ State 

❑ corporation 

❑ Sole Proprietor 

❑ Indian Health Services 

❑ Partnership 

Pri 
vptitP4P 4-0. 'OWN 

DI Enos/Mat I have given the todefichials lug repel nem. Herehe goes not have a meddle name. Name Motet preside Last Flint, and toll WOW Name)/ Besineas Name 

John Hull Dobbs Jr. 1985 Trust 

fir 0 Business Relationship to En 
Owner 

Ownership Informahon 

CollFenlimilsr ParknokallIPS, Non-Profits, end Sole Propriotort: 
Does anyone have direct or indirect ownership Or ocirdr011ideregt Of 6% or more In the ergenizetionhoW • ED Yes ❑ No 

Ormere tip I 

(Meal Relationship to Enrolling Provider f,e. Mager Father SOW Brother, None, e6)• 

racial Beauty Number Identification Id bar 

62-6189416 

or Birth ( =Cr() 
01 / 01 / 2006 

• 

17.74 

Social Stieudty Number Employer Identification Number• 

62-6225694 

Busmen Relations* to Enrolling Frock. (Ode) 

Owner 

Date of Bfrei (PAINDOICCYY)' 

01/ 01 / 2006 

FenYet RelalloneMn N astashp Provider (te., Mother. Feder, Sister, Brother. None, sty 

OwnSIStep ' 
18.26 

Addressime I 
1000 Ridgeway Loop Road 

Address Line2 

#203 

    

C 
Memphis 

Cala 
TN 

ZIP Cadets• 
38120 

    

omdnhPz 

Name (must promos,  Leek Rest, and till Necktie Name)/ Business Harem ❑ I ettestlhat i have given the Intheduars lull legal name. Helene does not have a middle name. 

John Hull Dobbs Jr. 2012 Trust 

Seale Security Number / Employer Menne/oaten Number' 

46-6535255 

Dale of Binh p.emoneobbn • 

12 31 / 2012 
Ownotehlp hI 

5.9 

    

    

EtwimsgRolawaswthempiamprovflm) 
Owner  

Familial Relationship to Enrolling Resider as.. When Father. Sister, Brother, None. en)' 

Address Line I 

1000 Ridgeway Loop Road 

Address lineF 

#203 

cro•' 
Memphis 

ZIP CodeR 
TN 38120 

 

OrenershIps 

Name (must provide Lack First, and full Middle Reme)tBusiness Name 

Edward J. Dobbs Grantor Trust 
CM attest that I havegiver the Individual's NS legal name. He/she does not have e middle name, 

Address Line I • 
1000 Ridgeway Loop Road 

Address tine 2 

#203  
city' 

Memphis TN 
nP Cerle+4 

38120 
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OWnershipinformaban Continued 
ramtershlp 9 

Name (roust provide last Pat and lull Muddle Name) / Business Name' 0 I attest that I have given tie Militias/1's hut Wool name. He/she doss not have a middle some 

Edward J. Dobbs 2009 Trust 

   

social Senility Number I Employer identMostiot Number* 

27-6107260 
Delo of Birth (MMIDWOCYY)" 

051 31 /2009 
°anemias ' 
5.37 

   

   

Business Relationship to Enrolling Prodder (Bile) 
Owner 

Mandilal Relationship to Enrolling Provider ti.e., Mother. Father, Sister. Brothet None, oar 

Address Line 
1000 Ridgeway Loop Road 

Fen al RelabonstOp to Enrolling P tie other, Pother, Saba Profiler, None, anti Business Relationship to Enrolling Proador OUR 

Owner - 

o I attest that I have given Me individuas fall Mani name. Holshe does not have a middle name. 

Dale of Birth (lAM/DS/CCYY) • 

12 / 31 / 2012 
Ownership hr 

5.00 

Name (must preach Last First, arid tuft Middle Nome) I BUSilla%g Hanle 

Caroline Kirby Dobbs Floyd 2012 Trust 

Dotal- Seca Number/ Employer Iderafication Number' 

46-,6525398 

address Line 2 

#203 
ctir 

Memphis TN 
IP Codo+4 ' 

38120 

    

ownership 0 

Foetid Relationship to Enrolling Provider (i.e, t Father, Sister, Brother. None. oar Business Ralatonship to Enrolling Provider MEM 
Owner 

Address Line ' 
1000 Ridgeway Loop 

Address line 2 

#203 

 

ZIP Cods-eel 
Memphis TN 38120 

      

Address Las 2 
#203 

stele' ZIP Codeal 

Memphis TN 38120 

awrarratp s 

Name (must provide Leal First and toll Middle Name) / Business Name" ❑ I attest trod I have Given the indiaroras NO legal  name. He/she does not have a middle name, 

Caroline Kirby Dobbs 1985 Trust 
Socrodty Rumba /Employer IdertillIcation Number' 

62-6189384 
Date of lath (MINDID/CCY'S" 

01/ 01 / 2006 
Ownership % 
18.64 

   

Maroon Use 
1000 Ridgeway Loop 
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Social Security Number/ Empoyer !dee/Morton Number' 

62-6194021 
Business Re4achtShlp IQ Enrolling Piovaler 

Owner 

Data at Birth (MIAIDDALCYY). 

01/ 01 

roam 

/ 2006 

er Vie.. Mother, Father, Sister. Better, None, eV* 

OsvnanhIp11* 

17.64 
Rel hip to Enrolling Pro 

&Oriel Secildty Number/Emplo umber Data OBItin (IMAIDD/CCYLI 

408-96-9100 12 / 31 2012 
1p 

6.00 

Business Rd to Enrolling Piovider (litie) 

Owner 
Familial Relationship to Enrolling Provider (ie., Mather, Feller, Sister, Better, None, e 

Name (niest provide Leg First. god full Steidle Name) / Business Name' ❑ I atiestInat I have given the individual's fall legal name. Ridshe doos not have a middle name. 

Saoksoil Dobbs Allen 2012 Trust 

Address Use ' 

1000 Ridgeway Loop 
Address Use 2 

#203 

City 
Memphis TN 

ZIP Coders 
38120 

     

riohiersiipe 

Name (must provide LeoL First, end fit Middle Name) / Business Name 0 I attest that I have given the mrilladeeN toll legal nernei  Havana does not  base  a  middle name. 

Sodal Security Number/ Employer Iderigtioallon Number' Date of Birth (MWOO/CCYYr Conerahlp • 

emilial Relationship to En hp Provide Fe r, Sister, Brollies Nem stop Builiness Relallonvhlp to Enrolling Provider (Me) 

Address Line I ' 

Ownersryjp information Confined..:. 
Phastip 7 

Hams (moot provide Lest. First and loll Wide Name) /Business Name' 0 alieSt avail hove given be indiRdual's hill legal name. Lierstio does not have a middle name. 

Juliette C. Dobbs 1985 Trust 

Address Line 1* 

1000 Ridgeway Loop 
Address Una 2 

#203 

the Memphis
TN 

P Codea4 
38120 

Owitarelsp a 

Address Linz 

Stairs • ZIP Code-44" 
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Facility Name: Strategic Behavioral Center-Leland License No.: MHH-0976 
Facility County: Brunswick Facility ID: 

For-Profit Individuals or Companies 

Complete the information below on all individualswho are owners, partners, or shareholders holding an interest of 5% or 
more of the licensee listed on page 2. Attach additional pages if necessary. 
If you are the only owner, complete the information below, listing the percentage interest as 100%. 

Owner or Shareholder Name: 

Address:  

City: State: Zip Code:  

Phone # of Shareholder: 1 Fax (  

Percentage interest in this facility: Title:  

EXTENSIONS IN OWNERSHIP  

North Carolina General Statute also requires information about "affiliates" of the applicant entity. "Affiliate" means any 
individual, partnership, or corporation which controls a mental health facility and is also directly or indirectly controlled 
by the applicant entity; or any individual, partnership, or corporation which controls a mental health facility and also 
directly or indirectly controls the applicant entity. 

(a) Is the applicant entity controlled by any other organization that operates licensed mental health facility? Yes 
 No  )(  

(b) Does the applicant entity contr I any other organizations that control any other licensed mental health facilities? 
Yes No  

(c) If the answer to (a) or (b) above is "Yes" list the name of the other organization(s) and provide the requested 
information on the individuals who control 5% or more of that organization. Attach additional pages if necessary. 

Organization Name:  

Address:  

City: State: Zip Code:  

Organization Phone #: Fax (  

Organization Name:  

Address:  

City: State: Zip Code:  

Organization Phone #: Fax I  

All responses should pertain to October 1, 2013 to September 30,2014. If otherwise, indicate e actual reporting period used. 

to 
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Service Categories:  
Services subject to licensure under G.S. I22C are shown in the table below. All applicants must complete the following table for all 
services which are to be provided by the facility. If the service is not offered, leave the spaces blank. 

Rule 10 NCAC 27G Licensure Rules For 
Mental Health Facilities 

Cheek 
Box If 

Facility 
Provides 
Sereice 

Beds Assigned by Ag (enter 4 (netts in box for each age range) 

<6  6  6-12 1317 Total 
0-17 18-64 65 + Total 

18+ 

.6000 Inpatient hospital treatment for 
, individuals who have mental illness / 0 

.1100 Partial hospitalization for individuals 
who arc acutely mentally ill. 
.1200 Psychosocial rehabilitation facilities for 
individuals with severe and persistent mental 
illness 
.1300 Residential treatment facilities for 
children and adolescents who are emotionally 
disturbed or have a mental illness 
.1400 Day treatment for children and 
adolescents with emotional or behavioral 
disturbances 
.1700 Residential treatment Staff Secure for 
Children or Adolescents--Level RI 
.1900 MIT —Psychiatric Residential Treatment 
Facility for minors who are emotionally 
disturbed or who have a mental illness. I 

ih4/#\ 
-1 

Rule 10 NCAC 27G Licensure Rules fur 
Substance Abuse Facilities 

Cheek 
Box it 

Fncility 
provides  
Service 

Beds Assigned by Age (enter a of beds in box for each age range) 

<6 6-12 13-17 Total 
017 

18-64 65+ Total 
18 + 

.6000 Inpatient hospital treatment for 
individuals who have substance abuse disorders 
# of Treatment beds 
# of Medical SA beds 

.1100 Partial hospitalization for individuals 
who are acutely mentally ill. 
.3100 Non-hospital medical detoxification for 
individuals who are substance abusers 

.3200 Social setting detoxification for 
substance abusers 

.3300 Outpatient detoxification for substance 
abusers 
.3400 Residential treatment / rehabilitation for 
individuals with substance abuse disorders 

.3600 Outpatient narcotic addiction treatment 

.3700 Day treatment facilities for individuals 
with substance abuse disorders 
.4400 Substance Abuse Intensive Outpatient 
Program 
4500 Substance Abuse Comprehensive 
Outpatient Treatment Program 

If you have outpatient services, list the location of each NJ Ps 
List the names of the outpatient programs  

Page 4 
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Reimbursement Source: Include only services provided in .6000 beds. Do NOT include detoxification days of care in the 
patient days of care column. 

The Total for Patient Days of Care must match the grand Total reported for Patient Origin on pages 7. 

Reimbursement Source 

C. en,rn cois On \,5) 

Psychiatric npatient 
(.6000 Beds) 

Substance Abuse Inpatient 
(.6000 Beds) 

Number of 
Discharges Patient Days of Care 

Number of 
Discharges Patient Days of Care 

Self Pay/Indigent/Charity 

Medicare & Medicare Managed Care I.jI A N /A 

Medicaid H ea:On C \ mo‘c.e, i t-5-  1 543 
Commercial Insurance 

Managed Care PlCd‘CC.ba. we LAI 1 .rj I % 0 

Other (Specify) 

Total Utilization 5 5 1 6 5 HH 

Psychiatric and Substance Abuse Hospitals: 

Other Services Provided Number of Facility 
Paid Staff 

By Contract Or 
Outside Consultant 

On Site 

By Contract Or 
Outside Consultant 

Off Site 

Clinical Psychological Services I Con bu i \ -coif 
Dental Services C\ 5 .Vieeded— 

NP, C)tz e dedh,  Genetic Counseling 
Occupational Therapy Services AS Li et deck 
Recreational Therapy Services i 
Speech Therapy Services Ns 1\-I etekcA 
Social Work Services 3 
Physical Therapy Services AS \J eedieci 
Pharmacist - Full Time C.CD.) Ic ru ck Ca) 
Pharmacist - Part Time 
Podiatric Services A s ti eecied 
Psychiatric Emergency Services 
Substance Abuse Emergency 
Services 

- 
As \i ecoca 

Clinical Laboratory 
Other, specify le„bri c•-__p_ 

111ewiem 
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Health Care Transparency Reporting 

20 Most Common Outpatient Surgical Cases Table - Enter the number of surgical cases performed only in 

licensed operating rooms by the top 20 most common outpatient surgical cases in the table below by CPT code. 
Count each patient undergoing surgery as one case regardless of the number of surgical procedures performed 

while the patient was having surgery. 

CPT Code Description Cases 
29827 Arthroscopy, shoulder, surgical; with rotator cuff repair 

29880 Arthroscopy, knee, surgical; with meniscectomy (medial and lateral, 

including any meniscal shaving) including debridement/shaving of articular 

cartilage (chondroplasty), same or separate compartment(s), when performed 

29881 Arthroscopy, knee, surgical; with menisccctomy (medial or lateral, including 

any meniscal shaving) including debridement/shaving of articular cartilage 

(chondroplasty), same or separate comparhnent(s), when performed 

42820 Tonsillectomy and adenoidectomy; younger than age 12 

42830 Adenoidectomy, primary; younger than age 12 

43235 Upper gastrointestinal endoscopy including esophagus, stomach, and either 

the duodenum and/or jejunum as appropriate; diagnostic, with or without 

collection of specimen(s) by brushing or washing (separate procedure) 

43239 Upper gastrointestinal endoscopy including esophagus, stomach, and either 

the duodenum and/or jejunum as appropriate; with biopsy, single or multiple 

43248 Upper gastrointestinal endoscopy including esophagus, stomach, and either 

the duodenum and/or jejunum as appropriate; with insertion of guide wire 

followed by dilation of esophagus over guide wire 

43249 Upper gastrointestinal endoscopy including esophagus, stomach, and either 

the duodenum and/or jejuntun as appropriate; with balloon dilation of 

esophagus (less than 30 min diameter) 

45378 Colonoscopy, flexible, proximal to splenic flexure; diagnostic, with or 

without collection of specimen(s) by brushing or washing, with or without 

colon decompression (separate procedure) 

45380 Colonoscopy, flexible, proximal to splenic flexure; with biopsy, single or 

multiple 

45384 Colonoscopy, flexible, proximal to splenic flexure; with removal of 

tumor(s), polyp(s), or other lesion(s) by hot biopsy forceps or bipolar cautery 

45385 Colonoscopy, flexible, proximal to splenic flexure; with removal of 

tumor(s), polyp(s), or other lesion(s) by snare technique 

Continued on next page 
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20 Most Common Outpatient Surgical Cases Table — Continued 

CPT Code Description Cases 
62311 Injection(s), of diagnostic or therapeutic substance(s) (including anesthetic, 

antispasmodic, opioid, steroid, other solution), not including neurolytic 

substances, including needle or catheter placement, includes contrast for 

localization when performed, epidural or suharachnoid; lumbar or sacral 

(caudal) 

64483 Injection(s), anesthetic agent and/or steroid, transforaminal epidural, with 

imaging guidance (fluoroscopy or computed tomography); lumbar or sacral, 

single level 

64721 Neuroplasty and/or transposition; median nerve at carpal tunnel 

66821 Discission of secondary membranous cataract (opacified posterior lens 

capsule and/or anterior hyaloid); laser surgery (e.g., TAG laser) (one or 

more stages) 

66982 Extracapsular cataract removal with insertion of intraocular lens prosthesis 

(one stage procedure), manual or mechanical technique (e.g., irrigation and 

aspiration or phacoemulsification), complex, requiring devices or techniques 

not generally used in routine cataract surgery (e.g., iris expansion device, 

suture support for intraocular lens, or primary posterior capsulorrhexis) or 

performed on patients in the amblyogenic developmental stage 

66984 Extracapsular cataract removal with insertion of intraocular lens prosthesis 

(stage one procedure), manual or mechanical technique (e.g., irrigation and 

aspiration or phacoemulsification) 

69436 Tympanostomy (requiring insertion of ventilating tube), general anesthesia 

Page 7 
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Imaging Procedures 

20 Most Common Outpatient Imaging Procedures Table - Enter the number of the top 20 common imaging 
procedures performed in the ambulatory surgical center in the table below by CPT code. 

CPT Code Description Procedures 
70450 Computed tomography, head or brain; without contrast material 

70553 Magnetic resonance (e.g., proton) imaging, brain (including brain stem); 

without contrast material followed by contrast material(s) and further 

sequences 

71010 Radiologic examination, chest; single view, frontal 

71020 Radiologic examination, chest; two views, frontal and lateral 

71260 Computed tomography, thorax; with contrast material(s) 

71275 Computed tomographic angiography, chest (noncoronmy), with contrast 

material(s), including noncontrast images, if performed, and image 

postprocessing 

72100 Radiologic examination, spine, lumbosacral; two or three views 

72110 Radiologic examination, spine, lumbosacral; minimum of four views 

72125 Computed tomography, cervical spine; without contrast material 

73030 Radiologic examination, shoulder; complete, minimum of two views 

73110 Radiologic examination, wrist; complete, minimum of three views 

73130 Radiologic examination, hand; minimum of three views 

73510 Radiologic examination, hip, unilateral; complete, minimum of two views 

73564 Radiologic examination, knee; complete, four or more views 

73610 Radiologic examination, ankle; complete, minimum of three views 

73630 Radiologic examination, foot; complete, minimum of three views 

74000 Radiologic examination, abdomen; single anteroposterior view 

74022 Radiologic examination, abdomen; complete acute abdomen series, including 

supine, erect, and/or decubitus views, single view chest 

74176 Computed tomography, abdomen and pelvis; without contrast material 

74177 Computed tomography, abdomen and pelvis; with contrast material(s) 

Page 8 
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PSYCHIATRIC INPATIENT SERVICES 

Patient Origin - Days of Care .6000 Section Only Facility County:  Oro cfC 

Complete the following table for inpatient Days.of Care (DoC) reported under .6000.  Total DoC reported here must 

match Total Patient Days of Care reported under Reimbursement Source on page 5. 

County r4 of Admissions 
Daye of Care by Age 

Total 
6 6-12 13-17 18-64 65+ 

I. Almeria Ck 1 1  as Lt-r 
2. Alexander 1 I a I) 
3. Allegheny 
4. Anson 
5. Ashe I I 2). I a- 
6. Avery 
7. Beaufort a I ;50 149 amci 
8. Bertie 3 4 \ Ta a c, 
9. Blades -1 30 Li 1 -I 

91,  lo. Brunswick 5 6 3a9 "era 9 6cPg 

II. Buncombe 
12. Burke 
13. Cabarru I H 36 50 
14. Caldwell 
15. Camden 9 9 
16. Carteret 24  I 64 lib -3 I0 
17. Caswell 
18. Catawba 
19. Chatham 
20. Cherokee aIa. 

l 
an 

21. Chowan 3 
a  ar, 

22. Clay 
23. Cleveland 19 I 11 

24. Columbus 1 a 'ask-1 CI Cr 'I 
25. Craven a 1 1 o G .."36 

I
3  L-I3 

26. Cumberland 5 I i 3'1_ 14 

tuck a. 1 5- 1 I -.31:7/6-- 
23. Curri
28. Dare a 't 
29. Davidson 
30. Davie I (6 a 

31. 'Joplin , 3S 
3  32. Durham tA 2-16 i e2 1-4 H 

33. Edgecombe 2..3 1—i I 0 0 

34. Forsyth C -2 I 1  i 
35. Franklin a I(, 1 04 

36. Gaston 
37. Gales 
38. Graham 
39. Granville I 6 6 
40. Greene 1 \.3 ) S - 

0. t 41. Guilford ID I 
42. Halifax a. id I b-1 

43. Harnett I 0 ea 

44. Haywood 41 i 9 19 

45. Henderson 5" 5 4 5 Ì 
46. Hen ford 
47. Hoke I 7 -7 

42 Hyde 
49. !Sell 
50, Jackson 
51. Johnston 1 39 146 

Continued on next page 
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PSYCHIATRIC INPATIENT SERVICES (.6000) DAYS OF CARE continued 

County P of Admissions 
Day of Care by Age 

Total 
6-12 13-17 18-64 65+ 

52. Jones a aLk aH 
53. Lee 6 'a ‘, -,-, 
54. Lenoir ' 9.6 -),1 51 
55. Lincoln am 9, k 
56. Macon 1 I -5 4 5.  
57. Madison 
58. Martin a. El() HO 
59. McDowell i 1 g 18 
60. Mecklenburg 
61. Mitchell 
62. Montgomery 
63. Moore 
64. Nash II 'ICI -16 90 
65. New Hwiover VO LI G (,,,6 -1)1 I", 6 c 
66. Northampton l'.; i 1 a 1 q 
67. Onslow q 
68. Orange 

IIMI 69. Pamlico MIN * 
70. Pasquotank LI 56 5 G 
71. Pander 2,3 q I 199 ')cin 
72. Perquimans 
73. Person 46 4,5 
74. Pitt I S la I LID.. 2 tH 
75. Polk 
76. Randolph 6 II ,a (a -3 
77. Richmond I 6 C 
78. Robeson Hg I i I 2,5{a 9 9 3 
79. Rockingham 
80. Rowan 
81. Rutherford 
82. Sampson q 19 1.  , g c 
33. Scotland I l'a 5 L  7 
34. Stanly 
85. Stokes 
06. &my 
87. Swain I I cl.._ I 2- 
88. Transylvania 
89. Tyrrell 
90. Union 3 Co I 6 a a 
91. Vance 1 L 9 2-.3 
92. Wake (6 1 go 10 
93. Warren 
94. Washington I ')..; 2-- 3 
95. Watauga 
96. Wayne 

ri I-I a -13 I 1 5.  
97. Wilkes • • 
98. Wilson a a sn 
99. Yadkin 

IOC. Yancey 
101. Out of State 

TOTAL 551 1G 1)-89 ?)1  G, 544 

GRAND TOTAL 
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SUBSTANCE ABUSE INPATIENT SERVICES 

Patient Origin - Days of Care .6000 Section Only Facility County: 

 

 

Complete the following table for inpatient Days of Care (DoC) reported under Section .6000.  Total DoC reported 
here must match Total Patient Days of Care reported under Reimbursement Source on page 5. Do NOT Include 
Detoxification DoC. 

County tt of Admissions 
Da e of Care by Age 

Total 

< 6 6-12 13-17 18-64 65+ 

I. Alamance 

2. Alexander 

3. Allegheny 

4. Anson 

5. Ashe 

6. Avery 

7. Beaufort 

8. Berne 

9. Bladen 

10. Brunswick 

II. Buncombe 

12. Burke 

13. Cabarrus 

14. Caldwell 

IS. Camden 

16. Carteret 

❑ . Caswell 

IS, Catawba 

19. Chatham 

20. Cherokee 

21. Chow an 

22. Clay 

23. Cleveland 

24. Columbus 

25. Craven 

26. Cumberland 

27. Currituck 

28. Dare 

29. Davidson 

30. Davie 

31. Dupla]] 

32. Durham 

33. Edgecombe 

34. Forsyth 
35. Franklin 

36. Gaston 

37. Gates 

38. Graham 

39. Granville 

40. Greene 

41. Guilford 

42. Halifax 

43. Harnett 

44. Haywood 

45. Henderson 

46. Hertford 

47. Hoke 

40. Hyde 

49. Bedell 

50. Jackson 

51. Johnston 

Continuedon next page 
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SUBSTANCE ABUSE SERVICES (.6000) DAYS OF CARE continued 

County it of Admissions 
Day of Care by Age 

< 6 6-12 13-17 18-64 65+ 
Total 

52, Jones 

53. Lee 
54. Lenoir 
55. Lincoln 
56. Macon 
57. Madison 
58, Martin 
59. McDowell 
60. Mecklenburg 
61. Mitchell 
62. Montgomery 
63. Moore 
64. Nash 
65, New Hanover 
66. Northampton 
67. Onslow 
68. Orange 
69. Pamlico 
70. Pasquotank 
71. Pander 
72. Perquimans 
73. Person 
74. Pitt 
75, Polk 
76. Randolph 
77. Richmond 
78. Robeson 
79. Rockingham 
80. Rowan 
81. Rutherford 
82. Sampson 
83. Scotland 
84. Study 
85. Stokes 
86. Sorry 
87. Swain 
88. Transylvania 
89. Tyrrell 
90, Union 
91. Vance 
92, Wake 
93. Warren 
94. Washington 
95. Watauga 
96, Wayne 
97. Wilkes 
98. Wilson 
99. Yadkin 

100. Yancey 
101. Out of State 

TOTAL 

GRAND TOTAL 
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Behavioral Health Services 

The CONTRACTOR shall adhere to the following behavioral health network requirements to 
ensure access and availability to behavioral health services for all members (adults and 

children). For the purpose of assessing behavioral health provider network adequacy, 
TENNCARE will evaluate the CONTRACTOR's provider network relative to the requirements 
described below. Providers serving adults will be evaluated separately from those serving 

children. 

Access to Behavioral Health Services 

The CONTRACTOR shall ensure access to behavioral health providers for the provision of 

covered services. At a minimum, this means that: 

The CONTRACTOR shall have provider agreements with providers of the services listed in the 
table below and meet the geographic and time for admission/appointment requirements. 

Service Type Geographic Access 
Requirements 

Maximum Time for 
Admission/Appointment 

Psychiatric Inpatient 

Hospital Service 

Travel distance does not exceed 90 
miles for at least 90% of members 

4 hours (emergency 
involuntary)/24 hours 
(involuntary)/24 hours 
(voluntary) 

24-Hour Psychiatric 
Residential Treatment 

The CONTRACTOR shall contract with 
at least one (1) provider of service in 
each Grand Region for ADULT 
members. 

Within 30 calendar days 

Travel distance does not exceed 60 
miles for at least 75% of CHILD 
members and does not exceed 90 
miles for at least 90% of CHILD 
members 

Outpatient Non-MD 
Services 

Travel distance does not exceed 30 

miles for ALL members 
Within 10 business days; if 
urgent, within 48 hours 

Intensive Outpatient (may 
include Day Treatment 
[adult], Intensive Day 
Treatment [Children & 
Adolescent] or Partial 
Hospitalization 

Travel distance does not exceed 90 
miles for at least 90% of members 

Within 10 business days; if 
urgent, within 48 hours 

Inpatient Facility Services 
(Substance Abuse) 

Travel Distance does not exceed 90 
miles for at least 90% of members 

Within 2 calendar days; 
for detoxification —within 
4 hours in an emergency 
and 24 hours for non-
emergency 

February 2015 
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Service Type Geographic Access 
Requirements 

Maximum Time for 
Admission/Appointment 

24-Hour Residential 

Treatment Services 
(Substance Abuse) 

The CONTRACTOR shall contract with 
at least one (1) provider of service in 
each Grand Region for ADULT 
members 

The CONTRACTOR shall contract with 
at least one (1) provider of service in 
each Grand Region for CHILD 
members 

Within 10 business days 

Outpatient Treatment 
Services 
(Substance Abuse) 

Travel distance does not exceed 30 
miles for ALL members 

Within 10 business days; 
for detoxification —within 
24 hours 

Mental Health Case Not subject to geographic access 
standards 

Within 7 calendar days 

Management 
Psychosocial 
Rehabilitation (may 

include Supported 
Employment, Illness 
Management & Recovery, 
or Peer Support) 

Not subject to geographic access 
standards 

Within 10 business days 

Supported Housing Not subject to geographic access 
standards 

Within 30 calendar days 

Crisis Services (Mobile) Not subject to geographic access 

standards 
Face-to-face contact 
within 1 hour for 
emergency situations & 4 

hours for urgent situations 

Crisis Stabilization Not subject to geographic access 
standards 

Within 4 hours of referral 

TENNCARE will evaluate the need for further action when the above standards are not met. At 
its sole discretion TENNCARE may elect one of three options: (1) TENNCARE may request a 
Corrective Action Plan (CAP), (2) a Request for Information (RFI), (3) or an On Request Report 
(ORR) depending on the severity of the deficiency. 

The requested CAP, RFI or ORR response shall detail the CONTRACTOR's network adequacy 
considering any alternate measures, documentation of unique market conditions and/or its plan 
for correction. If TENNCARE determines the CONTRACTOR's response demonstrates the 
.existence of alternate measures or unique conditions, TENNCARE may elect to request periodic 
updates from the CONTRACTOR regarding efforts to address such conditions. 

Reference: MCO Contractor Risk Agreement Attachment V Access & Availability for Behavioral 

Health Services 

Sebruary2015 94 
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EXHIBIT, 
7/241,5 

322 
a SEM- 

kinte° 
PSYCHIATRIC HOSPITAL CAPACITY, 
HOMELESSNESS, AND 
CRIME AND ARREST RATES' 

FRED E. MARKOWITZ 
Northern Illinois University 

KEYWORDS: mental llness, homelessness, crime, psychiatric hospitals, 
deinstitutionalization 

As a result of developments in pharmacology, stricter standards for 
involuntary commitment, and changes in public expenditures, there has 
been a dramatic decline in the capacity of public psychiatric hospitals to 
maintain America's most severely mentally ill. Psychiatric 
deinstitutionalization has led to an increased presence of persons with 
mental illness in urban areas, many "falling through the cracks" of 
community-based services. This is hypothesized to have contributed to 
homelessness, crime, and arrests. Individual-level research has 
documented disproportionate and increasing numbers of mentally ill 
persons in jails and prisons. It has also found higher rates of violence 
and arrest among persons with mental illness compared to the general 
population. This study takes a macro-level social control approach and 
examines the relationships between psychiatric hospital capacity, 
homelessness, and crime and arrest rates using a sample of eighty-one 
U.S. cities. I find that public psychiatric hospital capacity has a 
statistically significant negative effect on crime and arrest rates, and that 
hospital capacity affects crime and arrest rates in part, through its 
impact on homelessness. In addition, I find no crime-reducing effect of 
private and general psychiatric hospital capacity. 

This research was supported in part by a faculty fellowship from the Social Science 
Research Institute at Northern Illinois University. I am grateful to Tom McNulty, 
Richard Miech, Jo Phelan, and Jukka Savolainen for their helpful comments on an 
earlier version of this paper. This manuscript was reviewed and accepted for 
publication under the editorship of Ray Paternoster, former editor of Criminology. 

CRIMINOLOGY VOLUME 44 NUMBER 1 2006 45 
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46 MARKOWITZ 

Sociologists and criminologists have sought to explain the rise and 
expansion of formal institutions of social control, including the criminal 
justice, mental health, and welfare systems. Studies have focused largely 
on the role of socioeconomic conditions such as the contraction of labor 
markets and the size of minority populations as threats to the social order 
(Grob, 1994; Inverarity and Grattet, 1989; Jackson, 1989; Liska, 1992; 
Liska and Chamlin, 1984; Liska et al., 1999; Piven and Cloward, 1971; 
Scull, 1977; Sutton, 1991). However, comparatively less attention has been 
given to the consequences, or outcomes associated with the capacity of 
social control institutions. Classic work by Penrose (1939) demonstrated 
an inverse relationship between the prison and psychiatric hospital 
populations in European countries. Palermo and colleagues (1991) showed 
a similar relationship for the United States as a whole. The impact of 
psychiatric hospital capacity on crime and arrest rates across U.S. cities, 
however, has not been directly examined. 

In recent decades, the inpatient capacity of public psychiatric hospitals 
has dropped dramatically. This has stimulated much individual-level 
research documenting the increasing numbers of persons with mental 
illness in jails and prisons, many of whom are homeless. Moreover, there 
has been increased attention to the risk of homelessness, violence, criminal 
behavior, and arrest among persons with severe mental illness. Building on 
this research, in an effort to understand the impact of psychiatric hospital 
capacity in terms of macro-level social control processes, I first discuss 
changes in the U.S. mental health care system over the last several decades 
and their impact on the criminal justice system. I then examine the 
relationships between psychiatric hospital capacity, homelessness, and 
crime and arrest rates for a sample of cities in the United States. 

PSYCHIATRIC DEINSTITUTIONALIZATION 

Until the 1960s, substantial numbers of persons with mental illness 
could be treated in large, publicly funded hospitals. Based on National 
Institute of Mental Health (NIMH) estimates, in 1960, about 563,000 beds 
were available in U.S. state and county psychiatric hospitals (314 beds per 
100,000 persons), with about 535,400 resident patients. By 1990, the 
number of beds declined to about 98,800 (40 per 100,000) and the number 
of residents to 92,059 (NIMH, 1990). Several factors contributed to this 
drop. First, medications were developed that controlled the symptoms of 
the most debilitating mental disorders (for example, schizophrenia). 
Second, an ideological shift, advocating a more liberal position on 
confinement led to states adopting stricter legal standards for involuntary 
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commitment (dangerousness to self or others). Third, fiscal policy 
changed, including the shifting of costs for mental health care from states 
to the federal government (for example, Medicare, Medicaid, Social 
Security Disability Income), followed by budget cuts and substantial 
underfunding of public mental health services (Gronfein, 1985; Issac and 
Armat, 1990; Kiesler and Sibulkin, 1987; Mechanic and Rochefort, 1990; 
Redick et al., 1992; Weinstein, 1990). These trends and associated policies 
are generally referred to as the deinstitutionalization of the mentally ill.1  

The sharp decline in public psychiatric hospital capacity has been offset 
to some extent by inpatient units in private psychiatric and general 
hospitals. An important component to the changing nature of psychiatric 
hospitalization is the increasing role of general hospitals. Emergency 
rooms and psychiatric units in general hospitals provide acute treatment 
for those with mental illness and can bill Medicaid for doing so (Mechanic, 
McAlpine, and Olfson, 1998). Although these hospitals may contribute to 
cities' social control capacity, they still do not provide the long-term 
treatment found in public psychiatric hospitals. Therefore, as many have 
argued, the capacity for maintaining and treating America's mentally ill, 
especially the most severely impaired and economically disadvantaged 
patients, has substantially diminished (Ehrenkranz, 2001• Lamb and 
Bachrach, 2001; Torrey, 1995). 

Many patients were discharged from state hospitals into the 
community. Others, as a result of stricter standards for involuntary 
commitment, were not even admitted —an "opening of the back doors" 
and "closing of the front doors." Moreover, in the early 1960s the average 
length of stay was about 6 months, but by the early 1990s it had declined to 
about 15 days. Overall, the rate of admissions increased slightly (NIMH, 
1990). Thus, patients are often stabilized (given medication) and released 
back into the community, many times without adequate follow-up 
treatment and support (Wegner, 1990). Not surprisingly, substantial 
numbers of these patients end up being readmitted. This has been referred 
to as the "revolving door" phenomenon (Kiesler and Sibulkin, 1987). 

Historically, psychiatric hospitals have functioned as a source of control 
of persons who are unable to care for themselves and whose behavior may 
be threatening to the social order (Grob, 1994; Horwitz, 1982). An 
important consequence of reduced hospital capacity is that a large portion 
of persons with severe mental illness now live in urban areas with less 
supervision and support. Although many do well, others lack "insight" 
into their disorders, go untreated, or have difficulty complying with 

I. Because many patients ended up in nursing homes, halfway houses, and the 
criminal justice system, some have referred to this process as 
transinstitutionalization (Torrey, 1997). 
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medication regimens, and are unable to support themselves (Mechanic, 
1999). This presents considerable difficulties for families and others who 
are often unable or unwilling to deal with persons whose behavior may at 
times be unmanageable or threatening (Avision, 1999). 

Deinstitutionalization is hypothesized by many to have resulted in an 
increased number of persons at risk of homelessness and publicly 
troublesome behavior, increasing the burden on the criminal justice 
system (Finn and Sulllivan, 1988; Goldsmith, 1983; Grob, 1994; Dowdall, 
1999; Issac and Artnat, 1990; Johnson, 1990; Lewis et al., 1991; Mechanic 
and Rochefort, 1990; Morrisey, 1982; Task Force on Homelessness and 
Severe Mental Illness, 1992; Warner, 1989). Consequently, much 
individual-level research has focused on the increased proportion of 
mentally ill persons incarcerated, the likelihood of violent and criminal 
behavior among the mentally ill, the "criminalization" of mental illness, 
and the prevalence of mental illness among homeless persons. Despite the 
relevance of this research for macro-level social control processes, there 
has been no research directly examining the relationships of hospital 
capacity, homelessness, and crime at the city-level. 

LIMITED HOSPITAL CAPACITY 
AND THE JUSTICE SYSTEM 

In the aftermath of deinstitutionalization, several studies have 
investigated the extent to which prisons and jails have supplanted public 
psychiatric hospitals as institutions of social control of the mentally ill. 
These studies examined the frequency of arrest, jail, and imprisonment 
among people admitted into psychiatric hospitals before and during 
deinstitutionalization (Adler, 1986; Arvanites, 1988; Belcher, 1988; 
Cocozza, Melick, and Steadman, 1978; Goldsmith, 1983). A study in New 
York found that the percentage of patients with prior arrests increased 
from 15 percent in the 1946 to 1948 period to 32 percent in 1969 and to 40 
percent by 1975 (Melick, Steadman, and Coccozza, 1979). A study of five 
states reported a 17-percent increase in the percentage of patients with 
prior arrests between 1968 and 1978 (Arvanites, 1988). Studies of 
imprisonment were less conclusive, however. For example, in a study of six 
states, Steadman and colleagues (1984) reported an overall increase (from 
8 percent to 11 percent) in the percentage of prison inmates with prior 
mental hospitalization between 1968 and 1978. Although the increase 
occurred in only three states, it was enough to outweigh the decrease for 
the other three, yielding a net increase. Some researchers thus concluded 
that the mentally ill are being overarrested, but not overimprisoned, and 
instead are being warehoused in city and county jails (Adler, 1986; Lamb 
and Grant, 1982; Palermo et al., 1991, Pogrebin and Regoli, 1985; Teplin, 
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1990). However, a recent nationally representative survey of state and 
federal prisoners, jail inmates, and probationers indicates that persons 
who reported currently or ever having a "mental or emotional condition" 
are overrepresented in all those groups for both violent and property 
offenses, but not for drug offenses (Ditton, 1999). That study estimates 
that up to 16 percent of persons in prisons and jails may have a mental 
illness, many of whom have committed serious offenses. There are now 
more persons with mental illness in jails and prisons than in psychiatric 
hospitals (Torrey, 1995). 

Because of a lack of appropriately trained staff and screening 
procedures, many persons are retained in jails and prisons without 
adequate treatment. These inmates are less likely than others to be 
released on bail, more likely to experience abuse from guards and other 
inmates, and are at an increased risk of suicide (Torrey, 1995). Thus, 
corrections facilities serve, in part, as alternatives to psychiatric hospitals. 
Although many jails and prisons provide mental health services, and 
several communities have programs to divert mentally ill offenders from 
jail to community treatment, the availability of these services and 
programs are limited relative to the need for them (Goldstrom et al., 1998; 
Morris, Steadman, and Veysey, 1997; Steadman, Morris, and Dennis, 
1995). 

THE "CRIMINALIZATION" OF MENTAL ILLNESS 

How disproportionate numbers of the mentally ill end up in criminal 
justice settings can be understood in several interrelated ways. One is that 
it results from the "behavior" of the criminal justice system. That is, in the 
face of limited treatment options, disturbing behavior that might have 
been dealt with medically is now more likely to be treated as criminal 
behavior. For example, even though police may recognize some disruptive 
behavior as resulting from mental illness, they often have little choice but 
to use "mercy bookings" as a way to get persons into mental health 
treatment. Police are now one of the main sources of referral of persons 
into mental health treatment (Engel and Silver, 2001; Lamb et al., 2002). 
Also, police, who see troublesome situations through the lens of their role 
as "law enforcers" are motivated to maintain their authority in conflict 
situations, often invoking the power of arrest to do so. These processes 
have led some to argue that mental illness has been "criminalized," with 
mentally ill suspects more likely to be arrested than suspects who are not 
mentally ill (Lamb and Weinberger, 1998; Lamb et al., 2002; Steury, 1991; 
Teplin, 1990). 

The evidence in support of the criminalization hypothesis comes 
primarily from systematic observation of police-citizen encounters in 
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major cities. One study showed that mentally ill suspects are about 20 
percent more likely to be arrested than their counterparts (Teplin, 1984). 
However, a more recent study of police-citizen encounters in twenty-four 
police departments in three metropolitan areas contradicts those findings 
(Engel and Silver, 2001). The study also showed that other factors, not 
considered in previous research, such as whether suspects are under the 
influence of drugs, are noncompliant, fight with officers or others, as well 
as the seriousness of their offense predict the likelihood of arrest. An 
important implication of their research is that if mentally ill persons are 
overrepresented in criminal justice settings, it is not solely attributable to 
discriminatory treatment on the part of police, but in part, due to a greater 
likelihood of arrest-generating behavior. 

Much research has examined a second way that mentally ill persons are 
more likely than others to end up in criminal justice settings —that is, the 
direct relationship between mental disorder and the likelihood of violent 
and criminal behavior (Hiday, 1995; Hodgins, 1993; Link, Andrews, and 
Cullen, 1992; Link et al., 1999; Monahan, 1992; Steadman and Felson, 
1984). Several strategies have been used. One approach samples jails or 
prisons and administers diagnostic inventories to determine the prevalence 
of mental illness among inmates. Estimates from these studies vary, but 
have shown that up to 20 percent of those incarcerated meet diagnostic 
criteria for a serious mental disorder, with about 5 percent having 
psychotic disorders (Roth, 1980; Steadman et al., 1987; Teplin, 1990, 1994), 
a rate higher than that of the general population. Another approach, using 
samples of those with a mental illness, finds a higher incidence of self-
reported violence and arrest compared to the general population (Link et 
al., 1992; Steadman and Felson, 1984). One of the more rigorous 
approaches uses representative samples from the general population to 
estimate the prevalence of mental disorder and asks respondents about 
their involvement in violence and crime. These studies show that those 
who suffer from severe mental disorders are at an increased risk of 
violence and arrest (Link et al., 1992, 1999; Swanson et al., 1990).2  In many 
cases, those experiencing certain psychotic symptoms may misperceive the 
actions of others (including police officers) as threatening and respond 
aggressively (Link et al., 1999). These studies show, significantly, that the 
association between mental disorder and violence or arrest holds after 

2. Other studies show the risk of violence among the mentally ill is increased when 
persons have a history of prior violence and co-occurring substance abuse disorders 
(Monahan et al., 2001). Estimates from the Epidemiological Catchment Area and 
National Comorbidity studies indicate that about one-half to three-fourths of 
persons who had an alcohol, or other substance-related disorder throughout their 
lifetimes had at least one other mental disorder (Kessler et al., 1994; Robins and 
Reiger, 1991). 
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controlling for comparable risk factors, such as sex, age, race, and 
socioeconomic status. 

THE ROLE OF HOMELESSNESS 

The effect of hospital capacity on crime and arrest rates at the city-
level manifests itself in another set of ways. Psychiatric hospitals provide 
a place to stay (at least temporarily) for mentally ill persons. Given 
limited affordable housing options for the mentally ill, cities with less 
psychiatric inpatient capacity may have higher rates of homelessness 
(Bachrach, 1992; Jencks 1994; Mechanic and Rochefort, 1990). Studies 
estimate that approximately one-third of homeless persons meet 
diagnostic criteria for a major mental illness (Jencks, 1994; Lamb, 1992a; 
Shlay and Rossi, 1992). Including substance-related disorders, the figure 
is closer to 75 percent. 

Homelessness is considered to be an important pathway to 
incarceration among the mentally ill (Lamb and Weinberger, 2001). 
Surveys of jail and prison inmates find that mentally ill offenders are 
more likely than other inmates to have been homeless at the time of 
arrest and in the year before arrest (DeLisi, 2000; Ditton, 1999; 
McCarthy and Hagan, 1991). Because of a lack of community treatment 
programs and limited staffing (critical for monitoring medication 
compliance), personal resources, and social supports, many mentally ill 
homeless persons are at increased risk of police encounters and arrest 
for not only "public order" types of offenses, such as vagrancy, 
intoxication, or disorderly conduct, but also for more serious types of 
crimes, such as assault (Dennis and Steadman, 1991; Hiday et al., 2001; 
Estroff et al., 1994; Hiday, 1995; McGuire and Rosenbeck, 2004; 
Mechanic and Rochefort, 1990; Steadman, McCarty, and Morrisey, 1989; 
Teplin, 1994; Teplin and Pruett, 1992). 

Although the presence of homeless persons and public order offenses 
may be primarily a nuisance, they are a significant source of neighborhood 
disorder, generating fear and reducing social cohesion among 
neighborhood residents, thus facilitating more serious crime, such as 
robbery (see Markowitz et al., 2001; Skogan, 1990). In addition, high levels 
of urban disorder, including the visibility of homeless mentally ill persons, 
has led many cities (for example, New York) to take aggressive policing 
approaches that may contribute to the overrepresentation of mentally ill 
persons in jails and prisons. 

The vulnerability of the homeless mentally ill also increases their risk of 
being the victims of crime (Dennis and Steadman, 1991). They are easier 
targets for offenders. Insights from routine activities theory suggest that 
homeless persons have reduced levels of "capable guardianship" necessary 
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to protect themselves from crimes (Felson, 2002; Hagan and McCarthy, 
1998). Moreover, the likelihood of victimization among homeless mentally 
ill persons is increased because of the risks of victimization associated with 
alcohol use more generally (Felson and Burchfield, 2004). For all of these 
reasons, cities with higher inpatient psychiatric capacity—with fewer 
homeless mentally ill persons on the streets —can be predicted to have 
lower crime and arrest rates. 

The consequences of limited long-term care facilities are compounded 
by the fact that many mentally ill and homeless persons reside, 
temporarily, in group homes, shelters, or single-room occupancy hotels in 
more "socially disorganized" urban areas, where there are more 
economically disadvantaged persons, greater racial diversity, and more 
fragmented families. Social disorganization theory predicts that such 
structural characteristics lead to weakened social cohesion, thereby 
lessening the ability of communities to exert informal control over the 
behavior of their residents, resulting in increased crime (Bursik and 
Grasmick, 1993; Sampson and Groves, 1989; Sampson, Raudenbusch, and 
Earls, 1997). For persons with mental illness, living in such neighborhoods 
increases the risk of criminal offending beyond individual characteristics 
(Silver, 2000a, 2000b; Silver, Mulvey, and Monahan, 1999). 

RESEARCH QUESTIONS 

A key yet underexamined implication of the above research is that the 
capacity of mental health care systems to manage the behavior of persons 
with severe mental and addictive disorders—who are at increased risk of 
criminal offending—may be related to crime and arrest rates across 
macro-social units. I depart from the focus on individual variation in 
criminal or violent behavior as a result of mental illness. Instead, this 
analysis is concerned with the question of social control, conceptualizing 
hospital capacity and crime rates as social facts, asking whether cities with 
greater hospital capacity have lower crime and arrest rates. I examine both 
crime and arrest rates because arrest rates reflect political pressures and 
police activity in addition to levels of crime (O'Brien, 1996). Arrest rates 
may be sensitive to policing policies designed to reduce urban disorder, 
including the visibly homeless and mentally ill. I also examine the 
mediating role of homelessness in the relationship between psychiatric 
hospital capacity and crime and arrest rates. I predict that cities with 
greater hospital capacity will have lower levels of homelessness. 
Homelessness, in turn, is expected to be related to increased levels of 
crime and arrest. 

SBH-KINGSPORT 002570 SBH-KINGSPORT 002570



PSYCHIATRIC HOSPITAL CAPACITY 53 

METHODS 

SAMPLE 

Questions regarding the macro-level relationships between psychiatric 
hospital capacity, homelessness, and crime/arrest rates raise important 
issues regarding the appropriate level of analysis. Most public psychiatric 
hospitals are state-controlled, thus the policy decisions determining the 
funding, staffing, and capacity of these institutions takes place at the state 
level. However, crime and control of crime are generally considered local 
phenomenon. I therefore employ a strategy that apportions psychiatric 
hospital capacity to the city level using geographic information regarding 
catchment-area coverage. 

The study is based on a sample of eighty-one U.S. cities with 
populations more than 50,000 where city-level estimates of homelessness 
from a variety of sources are available that yield a sufficient number of 
cities for analysis. These cities represent a sample of mid-size to large 
urban areas where the processes of interest largely take place, and for 
which complete demographic, psychiatric hospital, and homelessness data 
are available. Because of some missing data, the sample size drops slightly 
in the estimated equations. The sample contains about 60 percent of U.S. 
cities with populations greater than 100,000 and about 80 percent of the 
fifty largest cities. The sample is well-distributed geographically, with 
about 23 percent of cities located in the East, 25 percent in the Midwest, 
21 percent in the West, and 31 percent in the South. The data examined 
are from 1989 to 1990. Thus, the period represented is one where the 
decline in hospital capacity was leveling off from the sharp declines from 
the 1960s to the 1980s, when crime rates were still comparatively high, 
before the crime drop of the mid-1990s. Further, in the early 1990s, the 
public mental health care system was just crossing a threshold where the 
majority of expenditures previously directed towards state hospital 
inpatient care were now directed towards community-based services 
(Lutterman and Hogan, 2000). 

MEASURES 

Psychiatric Hospital Capacity. The city-level measure of psychiatric 
hospital capacity comes from the annual Guide to the Healthcare Field 
(American Hospital Association, 1990). These data include the number of 
beds, admissions, patient census, personnel, average length of stay, source 
of funding, and expenditures for all hospitals in the United States and 
include community mental health centers with inpatient units. The level of 
error is likely low because the data are obtained from reports using a 
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standardized instrument, with clearly identifiable variables that are closely 
monitored by hospital administrations. Capacity data were recorded for 
both private and public (state and county) psychiatric hospitals, 
aggregated to the city level, and expressed in terms of population 
proportions (number of beds per 100,000 residents). Most public 
psychiatric hospitals serve catchment areas—sets of counties including the 
ones in which they are located. The data for such hospitals are 
apportioned using the ratio of city to catchment-area population. For 
example, if a city makes up 75 percent of the catchment area population, 
75 percent of the beds in a hospital serving that catchment area are 
assigned to the city. Catchment area information was obtained from either 
the hospitals or the states' mental health departments. A similar 
procedure was used for cities served by hospitals outside the city. 

Because local general hospitals are currently an important component 
of emergency and inpatient treatment, especially in light of Medicaid 
reimbursement, I also consider the effects of city population-
proportionate number of psychiatric beds in general hospitals (per 
100,000) that are reported at the state level and compiled by the Center 
for Mental Health Services and NIMH. 

Given the period under study, during which the number of psychiatric 
beds in hospitals had reached comparatively lower levels from previous 
eras and the length of stay had became shorter (from several months to 
several days), the meaning of additional beds has gone from the ability to 
incapacitate a larger number of patients for longer periods of time to the 
ability to incapacitate fewer patients at any given time, and for shorter 
periods when they are. Census rates generally indicate that the available 
beds are filled (to 90 percent capacity or above). Whether patients are 
admitted for short- or long-term stays, capacity measures indicate the 
degree to which psychiatric hospital systems in a given city are able to 
manage a volume of persons whose behavior may be disruptive or 
perceived as threatening. 

Crime and Arrest Rates. Crime and arrest rates come from the FBI 
Uniform Crime Reports (UCR). I focus on the Part I index offenses that 
include violent (homicide, assault, rape, and robbery) and property 
(burglary, theft, and motor vehicle theft) crimes? There are, of course, 

3. 1 considered including Part II data that report only arrests for more public order 
types of crimes, such as public drunkenness, disorderly conduct, and vagrancy. 
However, Part 11 data are not often used in research since they contain a high 
degree of unreliability due to non-reporting and inconsistent enforcement. 
Estimates in many cities fluctuate greatly from year to year. Also, while many of 
the offenses the mentally ill are charged with are minor, this does not preclude a 
focus on serious crimes. According to nationwide studies, about 16 percent of state 
prisoners and jail inmates have a mental illness. Among those mentally ill inmates, 
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well-known limitations associated with UCR data, especially the 
underestimation of the "true" amount of crime (O'Brien, 1985). However, 
because the focus of the study is on the covariance of crime with 
psychiatric hospital capacity, underestimating crime should not seriously 
bias parameter estimates. Despite the limitations of the UCR data, given 
the unavailability of city-level victimization statistics, UCR provide the 
best available data for the present purposes. 

Homelessness. Because there are well-known difficulties associated with 
measures of homelessness (Shlay and Rossi, 1992), I use three city-level 
measures from two sources. I use the U.S. Census Bureau's 1990 
enumeration of persons visible in street locations and residing in shelters 
(per 100,000 persons). I also use Burt's 1989 homeless rate (number of 
shelter beds per 10,000), based on survey data from city administrators of 
the U.S. Department of Housing and Urban Development Comprehensive 
Homeless Assistance Plan (Burt, 1992). In the analysis, I combine the 
three correlated measures into a weighted factor score derived from 
principal components analysis." 

Structural Variables. Throughout the analysis, I control for the 
following demographic structural variables associated with crime, the 
prevalence of mental illness, and homelessness: percent nonwhite, 
economic disadvantage (a factor score derived from principal components 
analysis of percent unemployed and percent of families in poverty), 
divorce rate, percentage age 15 to 34, and city population (Brenner, 1973; 

53 percent of state prisoners, compared to 46 percent of other state prisoners, were 
incarcerated for a violent crime (approximately 13 percent of the mentally ill in 
state prison had committed murder; 12 percent committed sexual assault; 13 
percent robbery; and 11 percent assault). Among inmates in federal prison, 33 
percent of the mentally ill were incarcerated for a violent offense, compared to 13 
percent of other federal inmates. More than 20 percent of mentally ill federal 
prisoners had committed robbery. Among inmates in local jails, 30 percent of the 
mentally ill had committed a violent offense, compared to 26 percent of other jail 
inmates. An estimated 28 percent of mentally ill probationers and 18 percent of 
other probationers reported their current offense was a violent crime. While it is 
unfortunate that data on minor offenses lacks the validity and reliability necessary 
to perform the same statistical analysis as that involving the index offenses, cities 
having high levels of Part 11 crimes are also likely to have high levels of more 
serious crime (Skogan, 1990). 

4.	 The availability of shelter beds is likely to reflect the demand for such beds and is an 
indicator of the relative degree of homelessness across different cities. These 
estimates are conservative, or underestimate the true extent of homelessness 
(Stevens, 1991). Because the primary interest is on the covariance of homelessness 
with psychiatric hospital capacity and crime and arrest, underestimation should not 
seriously bias parameter estimates. Despite limitations, these indicators of 
homelessness are the best available for enough cities, permitting the analysis. The 
factor loadings for visible street persons, persons in shelters, and the homeless rate 
are .90, .80, and .56 respectively (eigenvalne -= 68.36). 
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Catalano and Dooley, 1977, 1983; Elliot and Krivo, 1991; Fenwick and 
Tausig, 1994; Land, McCall, and Cohen, 1990; Sampson, 1987; Shlay and 
Rossi, 1992; Steffensmeier and Harer, 1999)P All of these measures come 
from published U.S. Census Bureau figures. 

ANALYSIS STRATEGY 

First, I compare the hospital capacity of the city sample to estimates for 
the nation. I then examine the correlations between hospital capacity and 
crime and arrest rates. The correlations are examined separately for public 
hospitals, private hospitals, and psychiatric beds in general hospitals, 
because public hospitals treat a disproportionate amount of disadvantaged 
patients with more severe disorders. For example, according to recent 
data, 56 percent of blacks and Hispanics in inpatient psychiatric treatment 
are in state and county facilities, compared to 47 percent of whites 
(Milazzo et al., 2001). Of those treated in private psychiatric hospitals, 
over 85 percent are white, are admitted voluntarily (86 percent), and have 
private insurance (68 percent) (Koslowe et al., 1991). Moreover, 64 
percent of inpatients in public hospitals have a principal diagnosis of 
schizophrenia, compared to only 19 percent of patients in private hospitals 
(Koslowe et al., 1991). The correlations are also examined separately for 
violent and property offenses in order to see whether the relationships 
between hospital capacity and crime and arrest rates differ depending on 
type of crimes considered. I then estimate a series of models for the 
relationships between psychiatric hospital capacity, homelessness, and 
crime and arrest rates, controlling for economic disadvantage, percentage 
age 15 to 35, percent nonwhite, divorce rate, and population size. 

RESULTS 

NATIONAL AND URBAN LEVELS OF PSYCHIATRIC HOSPITAL 
CAPACITY AND CRIME RATES 

First, I compare the national level of psychiatric hospital capacity and 
crime rates to the urban sample. This is important because first, in terms 
of generalizability, I want to know how closely data from the urban sample 
reflects national estimates, and, second, I am concerned that the 
procedure for apportioning state and county hospital capacity to cities 
does not bias the data and model estimates. Table 1 shows the hospital 

5. Substitution of percentage black for percentage nonwhite yielded similar results. 
The loadings for the indicators of economic disadvantage (poverty, unemployment) 
are both .89 (eigenvalue = 78.66). 
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capacity and crime rates (per 100,000) for both the nation and the urban 
sample. The level of city hospital capacity is very close to the national rate. 
As might be expected, crime rates are higher for the urban sample. 

Table I. Public Psychiatric Hospital Capacity and Crime Rates, 1990 
Hospital Capacity Index Crimes 

National Estimates City Sample National Estimates City Sample 

40 38 5820 9700 
Note: Hospital capacity is the number of beds per 100,000. Index crimes include 
murder, robbery, assault, rape, burglary, larceny/theft, and auto theft (total per 
100,000). 

BIVARIATE CORRELATIONS BETWEEN HOSPITAL CAPACITY 
AND CRIME AND ARREST RATES 

Next, I examine the bivariate correlations between psychiatric hospital 
capacity and crime and arrest rates for both public and private hospitals, 
for violent, property, and both types of crime combined. In Table 2, 
correlations are shown for public hospitals. Consistent with the 
hypothesized relationships, the correlations of public hospital capacity 
with both crime and arrest rates are negative. For violent crimes, the 
correlation between hospital capacity and crime rate is very similar to the 
correlations involving arrest rates. For property crime however, the 
correlation between hospital capacity and crime rates are lower than the 
correlations involving arrest rates. As a result, the correlation between 
hospital capacity and total crime rate is slightly lower than correlation 
involving total arrest rates. In the regression analysis, I present results for 
violent and property crimes combined, but do so for crime and arrest rates 
separately. 

Table 2. Correlations Between Psychiatric Hospital Capacity and Crime 
and Arrest Rates 

Violent 
Crime Arrest 

Property 
Crime Arrest 

Total 
Crime Arrest 

Public Psychiatric -.143*  -.145*  -.115 -.092 -.145.  -.142* 
Private Psychiatric -.049 .057 .249-  .338' .184' .267' 
General Hospitals -.073 - .042 -.139' .005 -.082 .063 
' p < .05 - p < MI ftp < .10 
Note: Violent crimes include murder, robbery, assault, and rape (rates per 
100,000). Property crimes include burglary, larceny/theft, and auto theft. Hospital 
capacity is measured as number of beds per 100101  
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Turning to the bivariate correlations between private psychiatric 
hospital capacity and crime and arrest rates (shown in Table 2), a pattern 
of relationships emerges that is generally opposite from that of public 
psychiatric hospitals. The correlations are mostly positive, indicating that 
private hospitals, more likely to serve those with private insurance, less 
severe disorders, and for shorter inpatient stays (Mechanic, 1999), may not 
provide the same crime-reducing function as public hospitals. Although 
seemingly anomalous, the positive correlation between private hospital 
capacity and crime and arrest rates is consistent with research indicating 
that where cities have more private hospitals and beds, police may be 
more likely to arrest mentally ill offenders. This is due to the well-
documented organizational reluctance among private hospitals to admit 
patients who are uninsured, are covered by Medicaid, or have more severe 
mental illnesses (Schlesinger and Gray, 1999). The correlations between 
psychiatric beds in general hospitals and crime (see Table 2), show that, 
with the exception of a small negative correlation with property crimes, 
there is very little bivariate relationship of crime and arrest rates with 
general hospital psychiatric beds. The mostly private general hospitals 
with psychiatric bed allocation may operate in a manner similar to private 
psychiatric hospitals, in terms of providing only short-term care, thus 
having a limited crime-reducing effect. Therefore, in the regression 
analysis, I focus mainly on public psychiatric hospitals, but comment on 
the sensitivity of the effects of public psychiatric beds when private and 
general hospital beds are included in the equations. 

HOSPITAL CAPACITY, HOMELESSNESS, AND CRIME AND 
ARREST REGRESSION MODELS 

Table 3 presents the results of a series of OLS regression models for the 
relationships between public hospital capacity, homelessness, and crime 
and arrest rates. Equation I shows the effects of hospital capacity and 
structural variables on homelessness, followed by equations 2 through 5 
estimating the effects of hospital capacity and homelessness on crime and 
arrest rates. First, the results from equation 1 show that hospital capacity 
has a statistically significant negative effect on homelessness (beta = -.15). 
The effects of several structural variables are in the expected direction. 
Percentage nonwhite and economic disadvantage are associated with 
increased homelessness. As might be anticipated, homelessness is also 
more prevalent in larger cities. Hospital capacity and the structural 
variables account for about 12 percent of the variation in homelessness. 

The hospital capacity effect on the crime rate (equation 2) is generally 
similar to the bivariate correlation. The effect is negative and statistically 
significant, with a standardized coefficient (beta) of -.13. The effects of the 
structural variables are in the expected direction. Percentage nonwhite, 
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economic disadvantage, percentage age 15 to 34, and divorce are 
associated with increased crime rates. 

Table 3. Regression Models Relationships 1990 

Homelessness Crime Rate Arrest Rate 
(1) (2) (3) (4) (5) 

Variables b Beta b Beta b Beta b Beta h Beta 

Hospital -.01" -.15 -6.90. -.13 -4.17 -.OS -2.37 -.17 -2.01' -.14 capacity 

Nonwhite .31 47.84- .27 28.40.  .16 5.30 .13 8.47 .24 

Economic .17 730.89-  .23 674.23.  .29 36.97 .05 34.74 .05 disadvantage 
Divorce .04 .05 240.77 .16 266.38" .17 15.18 .15 18.22 .15 

Age 15 to 34 .01 .02 83.77 .12 89.5e .13 37.58. .15 36.34.  .12 

Population .014  .15 .01 .04 .01 .01 .04 .05 .01 .04 
(1,000s) 
Homelessness - - 134.95-  .34 - 62.5(1 .12 

R.1(n) .12(80) .20(79) .31(79) .10(75) .12(75) 

c.10 .p <.05 -pc .01 <.001 
Note: b = unstandardized regression coefficients; Beta = standardized regression coefficients 

When homelessness is introduced into the model (equation 3) the 
results indicate that it has a statistically significant effect on crime rates 
(beta = .34). Consequently, the hospital capacity effect is reduced by about 
40 percent and is no longer significant. Together, hospital capacity and 
structural variables account for about 31 percent of the variation in crime 
rate. When the models are estimated separately for violent and property 
crime rates, the results (not shown) indicate a slightly stronger effect of 
homelessness on violent crime compared to property crime. However, 
using a covariance structure model with maximum likelihood estimation 
with violent and property crime rates specified as endogenous, controlling 
for the other variables, I constrained the unstandardized effects of 
homelessness to be equal across the two equations and tested for model fit 
using the nested chi-sure test (Bollen, 1989). The results indicate no 
significant difference in the effect of homelessness across the two 
equations (chi-square, 1 d.f. = 2.72, p .10). 

Equations 4 and 5 in Table 3 present the results of regression models 
for the effects of hospital capacity and the control variables on arrest rates. 
In equation 4, excluding homelessness, the hospital capacity effect is 
similar to the bivariate correlation (beta = -.17). The coefficients for the 
other structural variables are in the expected direction. Comparing the 
effect of hospital capacity on crime and arrest rates (equations 2 and 4), 
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the effect on crime rates is slightly greater (chi -square, 1 d.f. = 9.70, p 
.003). 

When homelessness is added to the arrest rate model (equation 5), the 
effect of hospital capacity is reduced (by about 15 percent), yet is still close 
to conventional levels of statistical significance. Together, hospital 
capacity and structural variables account for about 12 percent of the 
variation in arrest rate. When arrest rates are examined separately by 
types of crimes (not shown), homelessness is found to have a statistically 
significant and substantial effect on arrests for violent crime (beta = .19), 
but only a small and nonsignificant effect on arrests for property crime 
(beta = .08). Again using a covariance structure model with equality 
constraints on the unstandardized homelessness effect across equations, 
the difference this time is found to be statistically significant (chi-square, 1 
d.f. = 9.82, p = .002). This might be expected given that property crimes 
are far less likely to be reported, let alone result in arrest. 

To determine whether these results are affected by controlling for 
private and general psychiatric hospital capacity, I reestimated the series 
of equations including these variables. When the private psychiatric 
hospital capacity is added, it is found to have no statistically significant 
effects on any of the dependent variables. The effects of public hospital 
capacity do increase slightly, but remain substantively unchanged. 
Moreover, to test for the possibility that the effects of public hospital 
capacity may be conditioned by private and general hospital capacity, 
product terms were formed between public capacity and each of these 
variables and added to the equations. Using nested F-tests, none of these 
effects were found to be significant. 

DISCUSSION 

In this study, I first tested the hypothesis that public psychiatric hospital 
capacity is inversely related to crime and arrest rates at the city level. The 
results are consistent with that hypothesis and with surveys of jail and 
prison inmates that find mentally ill offenders are overrepresented among 
those incarcerated, especially for violent crimes, which have a greater 
likelihood of resulting in arrest compared to property or drug offenses 
(Ditton, 1999). The findings are also consistent with arguments that when 
social control agents must deal with individuals whose behavior may be 
disturbing or troublesome, in the absence of hospitalization in public 
psychiatric institutions as an option, arrests may be more frequent, 
accounting for much of the "transinstitutionalization" that occurs (Adler, 
1986; Belcher, 1988; Finn and Sullivan, 1988). 

The public hospital capacity effect may be sensitive to outpatient 
services, which can affect patients' ability to successfully integrate into 
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communities. If it is, I cannot be confident that the effect has been 
isolated. Unfortunately, standard measures of other mental health-related 
social service provision are not available in the same way that hospital 
data is. This is due in large part to variation from city to city in terms of 
public versus private operation, funding streams, profit versus nonprofit 
status, scope of services (for example, clinics, day treatment, psychiatric 
rehabilitation, case management), period in operation, and effectiveness. 
Perhaps because of this fragmentation, these services do not provide the 
degree of social control that public psychiatric hospitals do. Nevertheless, I 
addressed the issue by examining the effects of total and community-based 
per capita state mental health expenditures. Total expenditures reflect the 
amount spent on all of the cited services and personnel, including both 
inpatient and outpatient services. Community expenditures include 
programs and activities provided in community settings, including mental 
health centers, outpatient clinics, partial care organizations, assertive 
community treatment and support programs, consumer-run programs 
(such as club houses and drop-in centers), and services provided by state 
hospitals off hospital grounds. Available data permitted analyses to be 
conducted for total community expenditures, and residential and 
nonresidential service expenditures separately. 

I found that though city-apportioned total mental health expenditures 
are significantly correlated with hospital capacity (because, on average, 
hospitals account for about half of state mental health budgets), total 
expenditures are not correlated with crime or arrest rates. As a result, they 
do not alter the estimated effects of hospital capacity on crime and arrest 
rates. Further, although total, residential, and nonresidential community-
based expenditures are positively associated with homelessness (perhaps 
reflecting demand for services), they are unrelated to crime or arrest rates. 
When they are included in the models, the effects of public hospital 
capacity on homelessness, crime, and arrest rates are not substantively 
altered. This is consistent with limited research showing that communities 
with greater mental health services do not show any lower prevalence of 
mentally ill persons in jail than communities with low levels of mental 
health services (Fisher, 2003). Together, these findings suggest that 
community-based services for mental illness may not have that great of an 
impact on the number of persons arrested or in jail. It should be 
acknowledged that expenditures for community-based services alone 
might not provide the best indicator of their social control impact. How 
wisely money is spent and the effectiveness of services provided are 
difficult to assess. For example, some programs may be low-cost and 
highly effective and others expensive, wasteful, and ineffective. Other 
factors such as the staff to client ratio, staff turnover, and compliance may 
be useful but are simply unavailable at the city level. It is likely that 
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community services simply do not provide the level of social control that 
public hospitals do. 

Examining the relationships between psychiatric hospital capacity, 
homelessness, and crime and arrests, the results indicate a moderate link 
between public hospital capacity and homelessness at the city level that is 
not conditioned by private psychiatric beds, general hospital psychiatric 
beds or community-based expenditures. Although data on the proportion 
of mental illness among persons who are arrested and are homeless is not 
available for a city (or state) level analysis, the findings indicate that 
increased hospital capacity is associated with overall lower levels of 
homelessness, and increased homelessness is in turn associated with higher 
levels of crime and arrests for violent crime. The results indicated that part 
of the public hospital capacity effect on crime and arrest rates operates 
through its effect on homelessness. 

Because data on homelessness in a large number of cities is only 
available for 1989 to 1990, I was unable to examine these relationships for 
other years. It would be useful to be able to examine the relationships 
between hospital capacity, homelessness and crime over periods in which 
hospital capacity was high and stable while crime rates were low (early 
1960s), as well as periods in which hospital capacity declined as crime rates 
increased (1970s and 1980s). The results however, are consistent with 
individual-level research showing that an important pathway by which 
those who might otherwise receive longer-term inpatient psychiatric care 
end up committing crime is lack of housing (McGuire and Rosenbeck, 
2004). This is due to the "criminogenic" situation that homelessness and 
mental illness fosters (McCarthy and Hagan, 1991). In the absence of 
inpatient capacity, more disturbing behavior becomes public, pressure 
increases on the police to "clean up" such behavior, and opportunities for 
criminal victimization increase. 

I also estimated the equations including a variable capturing the ratio of 
private to public and general psychiatric hospital beds. The results 
indicated that, net of other factors in the equations, the predomination of 
private beds in cities is associated with statistically significant increases in 
crime (beta = .173) and arrest rates (beta = .359). This is consistent with 
the possibility that in cities where private hospital beds constitute a larger 
share of inpatient capacity, police have less access to facilities to readily 
take problematic persons and may be more likely to resort to arrest. 
However, police in such locales might be more inclined toward arrest 
generally. 

The study complements our knowledge of the mental disorder and 
violence-crime association from individual-level research with a macro-
level assessment of the relationship between the capacity for control of 
persons with psychiatric illness and crime and arrest rates. This 
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relationship has several important implications for public policy related to 
community safety and the treatment of the mentally ill. Although some 
have raised the issue of a moratorium on deinstitutionalization (Lamb, 
1992b), the results inform policy decisions regarding the impact of further 
reductions of psychiatric hospital capacity. The study suggests that modest 
increases in crime may be expected for given reductions in inpatient 
hospital capacity. This is especially important now that many states have 
implemented managed mental health care plans involving strict limitations 
on inpatient service expenditures (Mechanic, 1999). The exact effect of 
reduced hospital capacity on crime rates in any given city is difficult to 
predict, however, because this effect may depend on the availability and 
quality of a variety of fragmented community-based treatment and 
housing services that expenditure data alone may not fully capture. 

Local jails often serve as conduits through which many mentally ill 
offenders pass before being transferred to psychiatric hospitals (Liska et 
al., 1999). Further reductions in psychiatric hospital capacity therefore 
increase the burden on law enforcement and corrections agencies. In 
fact, most jails in major metropolitan areas now provide some sort of 
mental health services. It is estimated that, nationally, corrections 
departments assume about one-third of the costs of mental health 
services provided in jails (Goldstrom et al., 1998). There have been 
increased efforts to provide services within correctional settings as well 
as support for community treatment alternatives, such as intensive case 
management, jail diversion programs, and mental health courts for 
mentally ill persons at risk of offending (Steadman, 1999; Dvoskin, 1994; 
Morris et al., 1997; Steadman et al., 1995; Watson et al. 2001). In general, 
the evidence regarding the effectiveness of these often uncoordinated 
programs is somewhat limited (for a comprehensive review, see Fisher, 
2003). In light of the findings of the present study, these types of 
programs may be insufficient to take the place of public institutions 
focusing specifically on the inpatient care needs of persons with serious 
mental illness and substance abuse disorders. 

In sum, public psychiatric hospital capacity is an important source of 
control of those whose behavior or public presence may at times threaten 
the social order. Although controversial issues in mental health care such 
as easing standards for involuntary treatment, court-ordered medication 
compliance, and expanding custodial care continue to be debated (Lamb, 
1992b; Mechanic, 1999; Miller, 1993; Torrey, 1997), the study suggests that 
reductions in public hospital capacity must be weighed against public 
safety concerns, tolerance, and the willingness to provide high-quality 
alternative community mental health and housing services. 
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2014 Population Density 

SBH Proposed Service Area and Washington County 
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Note: ZIP Code 37614 is a P. 0. Box; and, therefore is not included on the map. 

Source: Claritas, 2014. 
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Smoot, Melissa 

From: Mike Garone <mgarone@strategicbh.com> 
Sent: Wednesday, December 11, 2013 2:46 PM 

To: West, Bill 
Subject: Financing Letter 

Do we need the original signed letter on letterhead, or will a scanned pdf be acceptable? 

Mike Garone 
Director of Development 

Strategic Behavioral Health 
Office (901) 969-3100 
Cell (901) 277-6522 
www.strategicbh.com   

P— 0 0 3 6 
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Strategic Behavioral Health 
Office (901) 969-3100 

Cell (901)277-6522 
www.stratecicbh.com  

From: Laura Miller fmailtoilauramillerPis3n.com] 

Sent: Wednesday, November 06, 2013.4:58 PM 

To: Mike Garone 
Cc: 'Jill Sullivan': 'Chris Reid'; 'Jim Shaheen' 
Subject: RE: Kingsport TN CON Application 

Mike- 
Attached is the project description for Section B - Question II-A. Please let me know if any additional information needs 

to be Included. 
I'm working on the square footage calculations and will coordinate with Chris Reid to complete the chart and get it to 

you early next week. 

From: Mike Garone [mailtoonearoneMstrateinicbh.com] 
Sent: Monday, November 04, 2013 12:50 PM 
To: Laura Miller 
Cc: 'Jill Sullivan': 'Chris Reid'; 'Jim Shaheen' 
Subject: RE: Kingsport TN CON Application 

Thank you Laura. I have received your email with the renderings and will include them with the CON Application; 
however there is more information that will be needed in addition to the renderings. I want to make sure everyone has 
had the chance to review the information that was sent an 10/31 prior to the call, so I am including it again below and 

attached. Our CON Attorney will be on the call as welt, so he can clarify specifics and answer questions. 

Hello Chris and Jill, 

I am writing in order to ask for your assistance in the Tennessee CON Application (attached) for our Kingsport TN 
Project. You will notice that we hove switched the physical location of the project from Johnson City to Kingsport in an 
attempt to avoid Mountain States Health Alliance from contesting our application. We ore also working under a very 
tight timeline. Our attorney is recommending that we get our application filed on Friday, November 8", so as you can 
imagine we ore scrambling to get everything put together in time. As for as what lam asking of you, there are items 
within the application that pertain to construction that I need help with. Please reference the attached application for 
the following: 

T**THIS PROJECT WILL BE THE 72 BED FACILITY*" 

1. Page 9 —Section B— Question II —A 
2. Page 10—Square Footage & Cost Per Square Footage Chart 
3. Page 12—Section 8—Question III —A 

a. This Is something that I will need to hove put together once a site is identified. In the meantime can you 
please send me the renderings and maybe include the physical layout of the structure at one of our other 
facilities. 

4. Page 14— Bullet 3 
5. I have filled out most of page 15 based on the College Station Budget, but please verify. 

I have attached a completed application for you to look at and reference. Pages 27, 31, and 89. 

2 
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Our timeline has been pushed back, but we still need to get this section of the CON Application completed ASAP. Talk 

with you soon. 

Mike Garone 
Director of Development 
Strategic Behavioral Health 

Office (901j 969-3100 
Cell(901)277-6522 

www.strategicbh.com   

From: Laura Miller fmailtmlauramiller(Ols3p.com] 
Sent: Monday, November 04, 2013 1122 AM 

To: 'Mike Garone' 
Cc: Jill Sullivan; Chris Reid 

Subject: RE: Kingsport TN CON Application 

Mike- 

In preparation for our conference call later this afternoon, I'm going to send you the renderings that we did for the 
College Station project. Let me know if that's what you need for the CON application for Kingsport. The files are large so 

they will be sent via our dropbox. You will receive a separate email in a few minutes with a link and instructions for 

downloading. 

Laura L. Miller AIA, LEAD AP 
Principal I Studio Leader 

[53 PENO4PE DESIGN TRANSFORM 

2 28 independence Boulevard, suite 200, Wilmington, Nn 28412 910.397.363a (018) 910.409.1105 (CELL) 
CHARLESTON I  COLUMBIA I GREENVILLE I CHARLOTTE I RALEIGH WILMINGTON 

C nnect with us: 1538 KnOWIAL.HI e Center FaceboOk Twitter linkedin 
I you are sending Mats) please use our Info Exchange Site or our DI 

CELEBRATING 50 YEARS 111963-2013 

From: Chris Reid [mailtmcreidthomasconstructionorouckcOm] 
Sent: Friday, November 01, 2013 1:53 PM 
To: Laura Miller 
Cc: Chris annoy; 'Mike Garone'; Jill Sullivan 
Subject FW: Kingsport TN CON Application 
Importance: High 

Laura — 

See below and attached. There are portion of this CON that we may be able to be adapted from previous information 
created on other projects..hut, we need some help pulling it together next week. 

Can you review this and we would like to have a conference call on Monday mid morning, if possible. 
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Please let us know— 

Chris 

From: Mike Garone fmalttoimearonetastrategicbh.coM1 
Sent: Thursday, October 31, 2013 4:45 PM 
To: Chris Reid; Jill Sullivan 
Cc: Jim Shaheen' 
Subject: Kingsport TN CON Application 
Importance: High 

Hello Chris and Jill, 

I am writing in order to ask for your assistance in the Tennessee CON Application (attached) for our Kingsport, TN 
Project. You will notice that we have switched the physical location of the project from Johnson City to Kingsport in an 
attempt to avoid Mountain States Health Alliance from contesting our application. We are also working under a very 

tight timeline. Our attorney is recommending that we get our application filed on Friday, November eh, so as you can 

imagine we are scrambling to get everything put together in time. As far as what l am asking of you, there are Items 

within the application that pertain to construction that I need help with. Please reference the attached application for 

the following: 

***THIS PROJECT WILL BE THE 72 BED FACILITY*** 

Page 9—Section B —Question II —A 

2. Page 10—Square Footage & Cost Per Square Footage Chart 

3. Page 12 — Section B —Question III —A 

a. This is something that I will need to have put together once a site is identified. In the meantime can you 
please send me the renderings and maybe include the physical layout of the structure at one of our 

other facilities. 

4. Page 14 — Bullet 3 

5. I have filled out most of page 15 based on the College Station Budget, but please verify. 

I have attached a completed application for you to look at and reference. Pages 27, 31, and 89. 

I know this is a lot to ask in a short period of time. Once you have had a chance to review this Information please call me 

to discuss. 

Thank you, 

Mike Barone 

Director of Development 
Strategic Behavioral Health 

Office (9m) 969-3100 

Cell (901) 277-6522 

www.strategicbh.com   
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Source: MapQuest. 
EXHIBIT 
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Mike Garone 

From: Mike Garone 
Sent: Thursday, January 23, 2014 9:27 AM 
To: lucretia.sanders@tn.gov  
Subject: Strategic Behavioral Health 
Attachwients: SBH Kingsport - Letter of Support Template.docx; CBS Kristy Beach Callebs - Letter of 

Support.pdf, CBS Harold Leonard - Letter of Support.pdf; CBS Cheri Baird - Letter of 
Support (color).pdf 

Importance: High 

Good morning Mrs. Sanders, 

.*"I have been having emails bounced back to me recently, so I am including a "read receipt" to make sure you have 
received this email. 

I am sorry that both times I called you were unavailable, but I hope that this email will provide you with all of the 
information that you will need to get the Letter of Support written and sent out to me as soon as possible. As you recall 
in our meeting we are in the process of applying for a Certificate of Need to build a 72 bed psychiatric hospital in 
Kingsport, TN. We have chosen to not be in Johnson City as to avoid a political war with Mountain States. We have 
confirmed there is a significant need within your community and have taken your recommendation to make the majority 
of our beds allocated towards child and adolescent services. Out of the 72 beds, the breakdown is as follows, 28 child & 
adolescent, 18 adult, 16 geriatric, 10 substance abuse detox. We are extremely excited to be able to bring the kids of 
your community home to receive services. I have attached a sample letter of support and some examples written by 
outpatient therapists that goes over some of the items you might want to include. Specifically what I would focus In on 
are points pertaining to facilities being at capacity, kids having to leave their communities to access services, the 
emergency departments not being an appropriate place to treat mental illness, the ability to place emphasis on 
continuity of care when not having to send kids to Chattanooga, Knoxville and sometimes as far as Memphis. 

Once the letter is on letterhead and signed please scan (mgarone@strategicbh.com) or fax (901-969-3120) it to me as 

well as send the hard copy in the mail to: 

Mike Garone 
Strategic Behavioral Health 
8295 Tournament Drive, Suite 201 
Memphis, TN 3812S 

I very much appreciate your support and commitment to bringing much needed mental health resources to the youth of 
your community. If you have any questions about the letter please contact me on my cell phone. 

All the best, 

Mike Garone 
Director of Development 
Strategic Behavioral Health 
Office (901) 969-3100 
Cell (901) 277-6522 • 

www.strateaicbh.com  
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Report on 

Livingston Regional Hospital 
CON Project No. CN0606-042 

Certificate of Need Application 
To Develop a 10-Bed Geropsychiatric Unit 

i❑ 
Livingston, Overton County, Tennessee 

Prepared by 

Daniel J. Sullivan 
Sullivan Consulting Group, Inc. 

February 2007 

SBH-KINGSPORT 002599 SBH-KINGSPORT 002599



Introduction 

This report will examine the Certificate of Need (CON) proposal submitted by Livingston 
Regional Hospital ("LRI-1") (CN-#0606-042) to convert 10 medical/surgical beds to 10 adult 
psychiatric beds targeting individuals age 65 and older. LRI-I is located in Livingston, Overton 
County, and currently does not offer inpatient psychiatric services. 

The project was approved by Tennessee Health Services and Development Agency in September 
2006. This decision was appealed by White County Community Hospital ("WCC14"), an 
existing provider of geropsychiatric services, and is pending an administrative hearing. 

This report will evaluate the historical utilization of inpatient gcropsychiatric services on the 
Cumberland Plateau, which encompasses the area proposed to be served by LRH, and the need 
for additional geropsychiatric beds in light of population and utilization trends, the ability of 
LRH to achieve the utilization levels set forth in the application, consistency with the CON 
criteria for psychiatric inpatient services, and the potential impact of the project on existing 
providers. 

Based on these analyses and information, the report will conclude with an evaluation of the 
project's consistency with required findings in the Tennessee Certificate of Need (CON) criteria. 

• Need 

• Contribution to the orderly development of health care, and 

• Economic feasibility. 

2 

SBH-KINGSPORT 002600 SBH-KINGSPORT 002600



imiribus r.
,..

;:iot.7Thr...,
T
.,071.

tz
:
:: 

 ;,,.,.,. ,

C oany . 
).

.---.7E,..
.,:
!: yrnY -OrAMMIgar 

i 
, ottlt ,...:,-- 

-v_i....- '` CilMbrIlii(iii . -.-07--',_Yi) . -_-_-_,__4,  

Ca) Yan 

I., 7 Alton ,
''''.7 ' Iti:E  " i U TY :' .1,  owersourg cp. p ''''''',. 

Iniknot -`. 
 —.........,". - .• .,....- — . --.. ._... 

,
..1 .  

•I Ames 

% Jellic 
Spnnak - 'i.,:)„, ._ iiiirberiand River MOri"  

i , Eird
, ,, Mate 

? 

53.. \ meslown 
,tillli.91 .HadsHIM ,,, ; .". ' 1 ft="t7=Mi 

„Allard! 
Hil am '" 

t
)

7c
iSm
sm

Ilh
ag

run
.,. 

 K HO's1D4-7- 

 4" 1:mnpsto ....../-.; : 

Mutton 
I Proposed Service Area — 

) i 7, owl* ,.. " 1.) 

; 
• ' R''''''" *Cr'4"4::‘, ,..7'd  \'' Isi 

....,.   

(4.147=r1  1 ; I • ;-ok ., . .. 

1}:W6011 I - e....).....i.L..77.00(...k
cytkomm

aliciiiii ; ........
u. 

r„

,

::: i:/f

:.ii:
1

, 

 Sma ... 
,,( smIle 

ad 

Aletandrfp . a and 

•:"..\ 70
.114]. ... - 

LSSCSSSer 

Csn:Ord"
..,.'?%.,::"  

spa 
 

intherlded, ' Gate  tric Psychiatric Uruti 

i .. lin Iaill 

Bradyrilie.
.. 

I'.  ',osi;--  - —11 -- 
er 

J ••_ 
..-,., / 

wok 

II,-  .6-', :.' ----rut-4*-i , V•11111Wiell 
-• ,C : 

‘: . Irving Colleae 

HVMItige 52, 723%) 
stalOntland 

1 8"Q40-* Rad Polling 
Springs ..• Enelaitty. 

(1. 
eunfirtipe 

ntps 

obblns i
s.,,

/40.Ls  
oMooll . 
00,04/ 

,Calynaa 

• "Th 
er• 

ITLITMEr==. 

4/3110pt0y Teif '114110 
4, • r" 

• I , . . 
1.0,04 

Lancing, ....„.wasmn  „...... A
nd..., 

pladi • 40011 
Faldleld 

l • 

1
- 

 .I.C!ab Orcbar Han'im „r- ,, • • 

RedavO0O 

!•• Loudon 
Loudon 

Vonota; 1 

Rome C 

• .  4 
o 

Medcal C 

Fa sofa;` 
Concord 

,
C119n, 

Livingston Regional Hospital's Proposed Service Area 

The CON application defined the service area for LRH as Overton, Cumberland, Putnam, and 
Fentress. There was no specific data presented in the CON application to support this service 
arca definition. Exhibit I presents a map of the proposed service area for the geropsychiatric 
program. 

Exhibit 1: Livingston Regional Hospital Proposed Service Area 

Exhibit 2 displays patient origin data for acute care patients served by LRH from its 2005 Joint 
Annual Report. These data portray a different service area from which LRH has drawn patients 
historically than the proposed service arca in the LRH application. First, Cumberland County 
provided only one patient to inpatient discharge to LRH in 2005 and there is no reason to expect 
geropsychiatric patients to travel to Livingston rather than to other, more accessible facilities. 
Second, patients from Clay, Pickett, and Jackson Counties represent a meaningful percentage of 
the historical discharges of the hospital and these counties should be included. In fact, each of 
these three counties provided a greater percentage of LRH's inpatient discharges than Fentress or 
Cumberland County, which were included in the proposed geropsychiatric service area by LRH. 
Exhibit 3 is a map that reflects the historical service area feu I,RI-1, and this area would be more 
appropriate to employ than LRH's geropsychiatric service arca in evaluating the need for this 
project. 

3 

SBH-KINGSPORT 002601 SBH-KINGSPORT 002601



Exhibit 2 
Livingston Regional Hospital 
2005 Discharges by County 

County Cases % of Total Cumulative % 

Overton 1,892 57.0% 57.0% 

Putnam 466 14,0% 71.0% 
Pickett 443 13.3% 84.3% 
Clay 234 7.0% 91.4% 

Jackson 140 4.2% 95.6% 
Fentress 118 3.6% 99.1% 

White 11 0.3% 99.5% 
Macon 6 0.2% 99.6% 
Smith 4 0.1% 99.8% 
Cannon 1 0.0% 99.8% 
Cumberland 1 0.0% 99.8% 

Dekalb 1 0.0% 99.8% 
Hamilton 1 0.0% 99.9% 
Morgan 1 0.0% 99.9% 
Scott 1 0.0% 99.9% 
Sevier 1 0.0% 100.0% 
Trousdale 1 0.0% 100.0% 

Total 3,322 100.0% 

Source: Tennessee DeparOneni of Health, JAR-H 
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Exhibit 3 — Livingston Regional Hospital Historical Service Area 

The Guidelines for Growth set forth the following standards for determining the service area for 
psychiatric services: 

B. Service Area 

1. The geographic service area should be reasonable and based on an optimal balance 
between population density and service proximity or the Community Service Agency. 

2. The relationship of the socio-demographics of the service area, and the projected 
population to receive services, should be considered. The proposal's sensitivity to and 
responsiveness to the special needs of the service area should be considered including 
accessibility to consumers, particularly women, racial and ethnic minorities, low income 
groups, and those needing services involuntarily. 

The service area definition proposed by LRH fails to meet the standard that the service area be 
reasonable and based on an optimal balance between population density and service proximity. 
It is unreasonable to include Cumberland County, which LRH has no history of serving, in its 
proposed service area. As will be discussed, in the following section, there is ready access to 
existing geropsychiatric units in each of the counties in LRH's proposed service area. Residents 
of Cumberland County, in particular, would have easier access to units in White and Roane 
Counties than to a unit located in Livingston. 
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The second standard relates to the socio-demographics of the service area, and as will discussed 
below, there is minimal growth in the proposed service area to support another geropsychiatric 
unit. Overton County has the fewest elderly residents in the proposed service area and smallest 
projected growth in this population. 

Finally, there is no documented need for a new unit to accommodate patients needing services 
involuntarily, and LRH's commitment to serve such patients is unclear from the materials 
submitted to the HSDA. As Becki Poling, Department of Mental Health and Developmental 
Disabilities wrote in her memorandum dated August 28, 2006, commenting on the LRH project: 

To ascertain whether there may be a need for geropsychiatric beds in the 
proposed service area that could serve elderly persons in need of emergency 
involuntarily hospitalization, I looked at the number of admissions age 65 and 
older from both the proposed service area and the other four counties in the 
Cumberland Plateau to the Moccasin Bend Mental Health Institute (MBMHI), the 
state operated mental health hospital that serves this area. During FY 06, there 
were 4 admissions age 65 and older to MBMHI from the proposed service area 
and none from the other 4 counties. This suggests that the needs of the elderly 
population in this area are being adequately met by the existing geropsychiatric 
beds in or near the region. 

The LRH proposed service area is inconsistent with these standards. The historical service area 
of LRH would be a better representation of the area from which LRH would likely draw patients 
for its proposed geropsychiatric unit. This analysis will focus primarily on the LRH historical 
service area but will also consider the proposed four-county area that LRI4 presents in this 
application. 

Overview of Geropsychiatric Services on the Cumberland Plateau 

LRH is located in an area between Nashville and Knoxville that is often referred to as the 
Cumberland Plateau. This area has a number of hospitals offering geropsychiatric services 
similar to those proposed by LRH. The following Exhibit 4 summarizes the hospitals with 
geropsychiatric units serving this region and their utilization in 2004 and 2005 based on data 
reported in the Joint Annual Report of Hospitals. Only the units at White County Community 
Hospital and Smith County Hospital were utilized at 75% or greater in 2004 and 2005. Of the 
reporting programs, Cumberland River Hospital, Roane County Hospital, and Stones River 
Hospital were operating at lower rates. Overall, there is available capacity to serve additional 
geropsychiatric patients in the region. 

Exhibit 5 presents a map of these existing geropsychiatric units. 
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Exhibit 4 
Historical Utilization of Geropsychiatric Services in the Cumberland Plateau Area 

Os G ro s chi t ic Services 

Hospital County 
Licensed 

Beds PatientsDays 
Patient 

ALOS Occupancy 

Cumberland River Hospital Clay 8 123 1,141 9.3 39.1% 

McFarland Hospital Wilson 15 - - - - 

Roane County Hospital Roane 8 193 1,750 9.1 59.9% 

Scott County Hospital Scott - - - - - 

Smith County Hospital Smith 10 236 2,779 11.8 76.1% 

Stones River Hospital Cannon 22 393 4,910 12.5 61.1% 

White County Comm. Hospital White. 10 267 2,813 10.5 77.1% 

Gera s chi tric Services 

Hospital County 
Licensed 

Beds Patients 
Patient 

Days ALOS Occupancy 

Cumberland River Hospital Clay 8 113 1,071 9.5 36.7% 

McFarland Hospital Wilson 15 - . - 

Roane County Hospital Roane 8 157 1,302 8.3 44.6% 

Scott County Hospital Scott 10 37 297 8.0 8.1% 

Smith County Hospital Smith 10 253 2,751 10.9 75.4% 

Stones River Hospital Cannon 22 390 4,388 11.3 54.6% 

White County Hospital White 10 259 2,783 10.7 76.2% 

Note: McFarland Hospital did not report utilization data 

Source: JAR-H data 
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Exhibit 5: Geropsychiatric Units in the Cumberland Plateau Area 

As the map indicates, there a numerous geropsychiatric units already serving this area and are 
located in close proximity to LRH's service area. 

• Cumberland River Hospital in Celina, Clay County, operates an 8-bed geropsychiatric unit 
and is located within LRH's service area. Clay County adjoins Overton County where LRH 
is located. 

• Smith County Memorial Hospital is located in Carthage, Smith County, and operates a 10-
bed geropsychiatric unit. Smith County is adjacent to Jackson and Putnam Counties. 

• White County Community Hospital is located in Sparta, White County, and operates a 10-
bed geropsychiatric unit adjacent to Putnam and Cumberland Counties. 

• Roane County Medical Center is located in Harriman, Roane County, and operates an 8-bed 
geropsychiatric unit. Roane County is adjacent to Cumberland County. 

• Scott County Hospital is located in Oneida, Scott County, and operates a 10-bed 
geropsychiatric unit. Scott County is contiguous to Fentress County. 

• There are two larger geropsychiatric programs at Stones River Hospital (22 beds) in Cannon 
County and McFarland Hospital (15 beds) in Wilson County located west of the LRH service 
area that provide additional access to geropsychiatric services for residents of this area. 
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There are no apparent geographic accessibility problems for residents of LAN's service area who 
require inpatient geropsychiatric services. 

LRH Service Area Population 

The proposed geropsychiatric program at LEFT would serve primarily patients age 65 and older. 
Exhibit 6 presents the estimated and projected population age 65 and older in the historical 
service area in 2005 through 2010. The service area had an estimated elderly population of 
18,791 in 2005, which is expected to grow to 20,997 by 2010. While the elderly population is 
growing, the absolute growth is relatively small with an overall increase of only 2,206 elderly 
residents over the five-year period. 

Exhibit 6 
LRH Service Area Population Age 65 and Over 

2005 
Population 

65+ 

2010 
Population 

65+ 

Incremental 
Change 
2005-10 

CAGR 
2005 - 2010 

Clay 1,357 1,517 160 2.3% 

Fentress 2,556 3,004 448 3.3% 

Jackson 1,708 1,860 152 1.7% 

Overton 3,310 3,569 259 1.5% 

Pickett 973 1,064 91 1.8% 

Putnam 8,887 9,983 1,096 2.4% 

Grand Total 18,791 20,997 2,206 2.2% 

Source: Tennessee Depar anen of Health 
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Need for an Geropsychiatric Beds at LVH 

Applicant's Statement of Need 

L1211 asserts that this project is needed to address the following concerns: 

1. There are no geropsychiatric units in the service area proposed by LRH. 

2. The elderly population of this 4-county service area is the largest concentration of elderly 
residents on the Cumberland Plateau and its two largest counties have large medical centers 
and are becoming popular retirement areas. 

3. Geropsychiatric unit utilization in White County, with a service area of similar demographics 
that will overlap the project, indicates that the LRH unit will meet a strong area need for 
inpatient care. 

4. Available planning formulas also indicate need. 

Each of these concerns will be addressed in the following sections. 

1. No Geropsychiatric Units in LRH Proposed Service Area 

While it is correct that there are no geropsychiatric units in the four-county area proposed by 
LAB, this service area does not present a reasonable basis for assessing the need for this project. 
LRH's historical service area, which includes Overton, Clay, Fentress, Jackson, Putnam, and 
Pickett counties, does include an 8-bed geropsychiatric hospital at Cumberland River Hospital in 
Celina, Of equal importance, there are other existing geropsychiatric units located in counties 
that border the LRH service area that are also addressing the needs of this population. 

As discussed previously, during the review of the application the Health Services and 
Development Agency sought input from the Tennessee Department of Mental Health and 
Developmental Disabilities (TDMHDD) regarding the need for the LRH project. Becki Poling, 
the Director of Hospital Services at TDMHDD, submitted a memorandum dated August 28, 
2006, that set forth her opinions regarding the proposed LRI-I project after reviewing the 
application. The following statements are excerpted from her memorandum: 

Based on Department of Health 2010 population estimates for individuals age 65 
and older, there is need for 8.7 geropsychiatric beds in the four county service 
area identified by (he applicant (Cumberland, Fentress, Overton, and Putnam 
Counties). Currently there are no geropsychiatric or general psychiatric beds in 
these counties'. However, there are two hospitals in Clay and White Counties, 
adjacent to the proposed service area, that do operate small geropsychiatric 
units, with a total of 18 beds. When the population age 65 and older for the four 
counties is combined with the population age 65 and older in the other four 
counties on the Cumberland Plateau (Pickett, Clay, White, and Jackson 
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Counties), the HSDA formula indicates a need for 11.2 geropsychiatric beds. It 
would appear that this need could be met by the existing 18 beds. 

The applicant states that it is not aware of any geropsychiatric beds between 
Livingston and Knoxville. However, there is an 8-bed geropsychiatric unit at 
Roane Medical Center in Harriman, which is between Crossville and Knoxville, 
and a 10-bed geropsychiatric unit at Scott County Hospital in Oneida, which is 
just east of Fentress County. The applicant acknowledges that there are also 10 
geropsychiatric beds in Smith County, just to the west of the proposed service 
area. In addition, but further from the proposed service area, there are 20 
geropsychiatric beds in Cannon County and 15 geropsychiatric beds at 
McFarland Hospital in Wilson County. It is likely that some of the 
geropsychiatric units currently serve individuals from the proposed service 
area... 

In conclusion, based on the number of geropsychiatric beds currently available in 
the counties adjacent to the proposed service area and based on 30 beds per 
100,000 population for determining need, it appears that there are sufficient 
existing resources to meet the need for inpatient geropsychiatric services on the 
Cumberland Plateau. 

These comments underscore the availability of geropsychiatric services to the population LRH 
proposes to serve. These other providers were given no consideration in the application 
submitted by LRH. 

2. Concentration of Elderly Population in the Proposed Service Area 

LRH argues in its application that its proposed service area has the highest concentration of 
elderly population on the Cumberland Plateau. The problems with LRH's definition of its 
service area were discussed previously. Within the four-county area proposed by LRH, the 
significantly majority of elderly residents (78.7%) are in two counties: Cumberland and Putnam. 
Overton County, the proposed site of the project, will represent only 11.8% of the 65 and older 
population in 2010. These percentages are displayed in Exhibit 7. Cumberland County is 
immediately adjacent to two counties with geropsychiatric programs: White and Roane. 
Similarly, Putnam County is contiguous to White and Smith Counties, each of which has a 
geropsychiatric unit. Each county in the four-county service area has at least one county with a 
geropsychiatric program adjoining it. There is no "concentration" of elderly residents that does 
not have already have access to geropsychiatric care. 
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Exhibit 7 

2010 LRH Proposed Service Area Population 

County % of Total 65+ Population 

4'7=e, 
qov  

50.0% 

40.0% 

30.0% 

20.0% 

10.0% 

0.0% 

Source: Tennessee Department of Health 

The related argument raised by LRH that this four-county area is becoming a popular retirement 
area does not support the approval of the project. As seen in Exhibit 8, the overall incremental 
growth in the 65 and older population is small in the proposed service area. Overton County is 
projected to have the lowest incremental increase in elderly residents with only 259 additional 
elderly residents projected during the five-year period from 2005 to 2010. This small increase in 
elderly residents will not significantly impact on the need for geropsychiatric beds in the future. 
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Exhibit 8 
LRH Proposed Service Area 

Incremental Population Growth 

County 

2005 
Population 

65+ 

2010 
Population 

65+ 
Incremental 

Change 2005-10 

Cumberland 10,863 12,311 1,448 

Putnam 8,887 9,983 1,096 

Overton 3,310 3,569 259 

Fentress 2,556 3,004 448 

Grand Total 25,616 28,867 3,251 

Source: Tennessee Department of Health 

The population in the historical service area of LRH is even smaller than the four-county area 
since Cumberland County, the largest county, is excluded. Exhibit 6 previously presented 
population projections for the LRH historical service area and indicated that the service area 
population will only increase by 2,206 elderly residents over the five-year period. 

3. Experience of White County Community Hospital's Unit as an Indicator of Need 

LRH argues that geropsychiatric unit utilization in White County, with a service area of similar 
demographics that will overlap the project, indicates that the LRH unit will meet a strong area 
need for inpatient care. To the contrary, the presence of existing programs at White County 
Community Hospital and other adjacent counties will limit the ability of LRH to capture 
geropsychiatric unless it does so by adversely affecting these existing providers. 

Exhibit 9 presents the patient origin data for White County Community Hospital's 
geropsychiatric unit for the two most recent years. The counties in LRH's historical service area 
are shaded in yellow. In 2006, counties in the historical service area of LRH contributed 53.5% 
of White County Community Hospital discharges. Since population growth is projected to be 
modest in the LRH service area, if LRH were to begin to serve the majority of the 
geropsychiatric patients from its historical service area, White County Community Hospital 
would experience a significant and long-lasting reduction in its volume of geropsychiatric 
patients. 
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Exhibit 9 
White County Community Hospital 

Geropsychiatric Discharges by County 

2005 2006 

County Discharges 
% of 

Total Discharges 
% of 
Total 

Putnam 69 25.7% 81 33.5% 

White 63 23.4% 54 223% 

Cumberland 45 16.7% 41 16.9% 

Other Counties 45 16.7% 21 8,7% 

VanBuren 13 4.8% 17 7,0% 

Fentress 10 3.7% 8 3.3% 

Warren 7 2.6% 8 3.3% 

Overton 10 3.7% 7 2.9% 

DeKalb 1 0.4% 3 1.2% 

Bledsoe 3 1.1% 2 0.8% 

Clay I 0.4% - 0.0% 

Jackson 2 0.7% 0.0% 

Grand Total 269 100.0% 242 100.0% 

The overlap of the White County Community Hospital geropsychiatric service area and the 
historical service area of LRH is displayed graphically in Exhibit 10. The area of overlap is in 
Putnam County, which provided the greatest number of geropsychiatric patients to White County 
Community Hospital in both 2005 and 2006. LR1-1 claimed Cumberland County as part of its 
service area in its application, and for reasons cited previously, there is basis to support this 
claim. Cumberland County was third largest source of geropsychiatric patients to White County 
Community Hospital, and the extent to which LRH would be successful in attracting patients 
from this county, the utilization of White County Community Hospital would likely be 
diminished. 
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Exhibit 10 
Overlap of White County Community Hospital Geropsychiatric Service Area 

With Historical Service Area of Livingston Regional Hospital 

While patient origin data are not available for other geropsychiatric providers, it is reasonable to 
expect that in the case of providers located in counties that are in or adjoin the historical service 
area of LRH (Smith County Hospital, Scott County Hospital, and Cumberland River Hospital) 
that there would be reduction in volume as well. Since the majority of elderly residents in 
LRH's historical service area arc not in Overton County, this adverse impact would be imposed 
on existing providers without a material improvement in access to care for the residents of the 
service area. 
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4. Need Under Available Planning Formula 

LRH employed different projection methodologies in an effort to document the numerical need 
for its proposed addition of 10 geropsychiatric beds. The calculations included: 

Application of the formula in the Guidelines for Growth of 30 psychiatric beds per 100,000 
population to the projected population of the proposed four-county service area, which 
resulted in projected need of 8.7 beds. The application states that "a 10-bed geropsychiatric 
unit in this 4-county area is generally supported by the State Guideline, applied in a 
pragmatic way." 

Use of a methodology that LRH contends was in a recently approved application by Woods 
Memorial Hospital based on national admission data of 14 admissions per 1,000 geriatric 
population. Based on the four-county service area population, this methodology resulted in a 
need for 17.7 geropsychiatric beds. 

Geropsychiatric admission rates by county based on data from the Tennessee Hospital 
Association for residents of the four-county area that when applied to the 2010 elderly 
population of the four-county service area resulted in a projection of 307 admissions, which 
is less than the 404 admissions projected using the national admission rate of 14 per 1,000 
elderly population. A review of these data yielded other observations by LRH: 

o Admission rates per 1,000 elderly population ranged from 8.1 in Pickett County to 35.6 
in Clay County. Overton County had an admission rate of 17.0, which was higher than 
most of the other counties. 

o Admission rates in many Cumberland Plateau counties are low because of lack of 
knowledge about, and access to, geropsychiatric programs. 

o Livingston is well placed to serve the geropsychiatric needs in Overton and the three 
adjacent counties. 

A fourth approach involved interviews with Sunstone Behavioral Health, which manages the 
geropsychiatric unit in White County. The White County Community Hospital's 10-bed unit 
served 89 patients from the four-county service area during the first five months of 2006, 
which annualizes to 214 admissions annually. Based on this number and expected growth 
using the above methodologies, there will be from 72 to 169 additional admissions in the 
four-county area by 2010. 

There are a number of problems with each of these need calculations by LRH. The fundamental 
flaw in each analysis is the reliance on the proposed four-county service area. The inclusion of 
Cumberland County, which LRH has no history of serving, skews each of the projections in the 
application. Each of the projection methodologies identified by LRH has been re-evaluated in 
light of LRH's historical service area of Overton, Clay, Fentress, Jackson, Pickett, and Putnam, 
and, in certain cases, more appropriate utilization data. 
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Formula in Guidelines for Growth 

As the applicant noted, the Guidelines for Growth set forth the following methodology for 
determining the need for psychiatric inpatient services: 

A. Need 

1. The population-based estimate of the total need for psychiatric inpatient services is 30 
beds per 100,000 general population (using population estimates prepared by the 
Department of Health and applying the data in Joint Annual Reports). 

2. For adult programs, the age group of 18 years and older should be used in calculating 
the estimated total number of beds needed. 

3. For child inpatient under age 13, and if adolescent program the age group of 13-17 
should be used, 

4. These estimates for total need should be adjusted by the existent staffed beds operating 
in the area as counted by the Department of Health in the Joint Annual Report. 

The following Exhibit II summarizes the projected need for geropsychiatric beds in the LRH 
historical service area in 2005 and 2010 under the methodology in the Guidelines for Growth. 
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Exhibit 11 
Projected Need for Geropsychiatric Beds in LRI1 Historical Service Area 

Guidelines for Growth Methodology 

2005 
Population 

65+ 

2010 
Population 

65+ 

Incremental 
Change 2005- 

10 

Clay 1,357 1,517 160 

Fentress 2,556 3,004 448 

Jackson 1,708 1,860 152 

Overton 3,310 3,569 259 

Pickett 973 1,064 91 

Putnam 8,887 9,983 1,096 

Total Service Area 18,791 20,997 2,206 

Target Beds per 100,000 30 30 30 

Projected Gross Bed Need 5.6 6.3 0.7 

Existing Beds: 

Cumberland River Hospital 8 8 

Net Bed Need (2.4) (1.7) 

These need projections indicate that there are sufficient beds at the Cumberland River Hospital in 
Clay County to meet the needs for geropsychiatric patients through 2010. In addition, the 
incremental growth in the population would support less than one additional bed, indicating that 
the elderly growth in the area has minimal impact on the need for geropsychiatric beds. 

Need Based on National Admission Rate 

The most optimistic methodology presented by LAU was based on a "national" admission rate of 
14 per 1,000 population age 65 and over. No source was provided for this admission rate. 
Exhibit 12 presents the bed need projections using the same assumptions in the application, but 
substituting the population in LRH's historical service area. This methodology, which likely 
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overstates the projected demand, reflects a net need for only 4.9 beds by 2010, less than half the 
number requested by LRH. 

Exhibit 12 
Projected Need for Geropsychiatric Beds in LRH Historical Service Area 

National Use Rate Methodology 

2005 
Population 

65+ 

2010 
Population 

65+ 

Incremental 
Change 2005- 

10 

Service Area Population 18,791 20,997 2,206 

Admissions per 1,000 14 14 14 

Projected Admissions 263 294 31 

Projected ALOS 12 12 12 

Projected Patient Days 3,157 3,527 371 

Projected ADC 8.6 9.7 1.0 

Target Occupancy Rate 75% 75% 75% 

Projected Gross Bed Need 11.5 12.9 1.4 
Existing Beds: 

Cumberland River Hospital 8 8 

Net Bed Need 3.5 4.9 

One source of national data is the National Center for Health Statistics' National Hospital 
Discharge Survey (NHDS), which collects data from all hospitals in the United States with 
lengths of stay of less than 30 days, general hospitals, and children's hospitals. These hospitals 
would include hospitals similar to LRH. The discharge rate per 1,000 elderly population is 7.39, 
which almost half of the rate employed by LRH in its application. Exhibit 13 presents the 
projected need using the NI-IDS discharge rate for mental health patients. 
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Exhibit 13 
Projected Need for Geropsychiatric Beds in LI211 Historical Service Area 

National Hospital Discharge Survey Discharge Rates 

2005 2010 
Incremental 

Change 2005-10 

Service Area Population 65+ 18,791 20,997 2,206 

Admissions per 1,000 7.39 7.39 7.39 

Projected Admissions 139 155 16 

Projected ALOS 12 12 12 

Projected Patient Days 1,666 1,862 196 

Projected ADC 4.6 5.1 0.5 

Target Occupancy Rate 75% 75% 75% 

Projected Gross Bed Need 6.1 6.8 0.7 

Existing Beds: 
Cumberland River Hospital 8 8 

Net fled Need (1.9) (1.2) 

Source: National Center for Health Statistics, National Hospital Discharge S tom, 
2004 annual Summary with Detailed Diagnosis and Procedure Data 

The result of this methodology is an excess of 1.2 geropsychiatric beds in the LRH historical 
service area in 2010, which approximates the results of the methodology using the Guidelines for 

Growth ratio of 30 beds per 1,000. 

Need Based an TIL4 Utilization Data 

LRH identified admission rates for the four-county area from the Tennessee Hospital Association 
data system. The discovery materials provided by LRH contained sometimes conflicting 
discharge numbers for counties and not all counties in the LRH historical service area were 
included. Exhibit 14 presents the data obtained in discovery that appears closest to the 
information contained in the application and results in a projection of 310 geropsychiatric 
discharges in the proposed LRH service area in 2010 (compared to 307 admissions in the 
application). Since there were 276 discharges in 2005, there is projected increase of only 34 
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geropsychiatric discharges in the proposed service area. This relatively small growth in demand 
is not indicative of the need for more geropsychiatric beds. 

Exhibit 14 
Projected Geropsychiatric Discharges in the Proposed LRH Service Area 

Tennessee Hospital Association Discharge Data 

County 
2005 

Discharges 

2005 
Population 

65+ 
Utilization 

Rate 

2010 
Population 

65+ 

2010 
Projected 

Discharges 
Incremental 

Growth 

Cumberland 64 10,863 5.89 12,311 73 9 

Fentress 39 2,556 15.26 3,004 46 7 

Overton 49 3,310 14.80 3,569 53 4 

Putnam 124 8,887 13.95 9,983 139 15 

Grand Total 276 25,616 10.77 28,867 310 34 

Source: LRH Discovery Documents, 01172 

The same analysis was performed for LRI-1's historical service area, and the results are presented 
in Exhibit 15. These projections are very similar to those using the proposed four-county 
service area, with incremental growth of only 33 admissions between 2005 and 2010. While it is 
difficult to assess the reliability of these discharge data, overall this analysis does not document 
the need for any number of additional geropsychiatric beds in either the service area proposed in 
the application or the historical service area of LRI4. 

LRH went on to compare the results of this projection with the projection using the "national" 
rate of 14 admissions per 1,000 population age 65 and over. As discussed previously, there is no 
documentation of the validity of this national rate. Moreover, the most important consideration 
is the incremental growth in geropsychiatric patients since there is no apparent need for 
additional geropsychiatric beds today. There is Sufficient incremental growth to support any 
additional beds. 
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Exhibit 15 
Projected Geropsychiatric Discharges in the Historical LRH Service Area 

Tennessee Hospital Association Discharge Data 

County 
2005 

Discharges 

2005 
Population 

65+ 
Utilization 

Kate 

2010 
Population 

65+ 

2010 
Projected 

Discharges 
Incremental 

Growth 

Clay 34 1,357 25.06 1,517 38 4 

Fentress 39 2,556 15.26 3,004 46 7 

Jackson* 23 1,708 13.52 1,860 25 2 

Overton 49 3,310 14.80 3,569 53 4 

Pickett 8 973 8.22 1,064 9 1 

Putnam 124 8,887 13.95 9,983 139 15 

Grand Total 277 18,791 14.75 20,997 310 33 

*Since data were not available for Jackson County, the average use rate for all other counties was assumed. 

Source: LRH Discovery Documents, 01172 

The application mixes the results of different projection methodologies based on unsupported 
data to estimate a broader range of incremental demand. These estimates in the application ate 
not a basis for approving a new geropsychiatric program. 

Conclusion on Need for Additional Geropsychiatric Beds 

The foregoing analyses demonstrate that if a reasonable service area and reliable data sources are 
utilized, there is no demonstrated need for additional geropsychiatric beds at LRH. The area has 
available bed capacity and reasonable geographic access to existing programs. 
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Contribution to the Orderly Development of Health Care 

The approval of a new geropsychiatric program will necessarily result in a detrimental impact on 
the utilization of existing providers of geropsychiatric programs serving the counties LRI-1 
proposes to serve. White County Community Hospital received 53.5% of its geropsychiatric 
patients from counties in LRH's historical service area. If LRH is to achieve the projected 
utilization of the proposed unit in its application, it will need to redirect a significant percentage 
of these patients from White County Community Hospital. 

While patient origin data are not available for other geropsychiatric programs that are proximate 
to the LIU! service area, these programs would similarly be impacted. While every new program 
has an impact on existing providers, the question remains whether the proposed project will 
represent necessary or unnecessary duplication of existing resources. In this case, the application 
by LIU' will unnecessarily duplicate such resources because: 

There is available, unused capacity in existing geropsychiatric beds serving this area 

There is insufficient growth in the area to support a new program without diminishing the 
utilization of existing programs 

Overton County has a small elderly population with minimal projected growth 

LRH has not documented any problems with patients accessing existing programs, including 
patients requiring involuntary admission 

LRH is not proposing any services that are not provided by other programs in the area. 

Based on these factors, the only conclusion that can be reached is that the approval of a 
geropsychiatric program for LRH will not contribute to the orderly development of health care 
on the Cumberland Plateau. 

Economic Feasibility. 

The most important determinant of financial feasibility is the ability of the applicant to achieve 
the utilization projections in its application. The utilization projections in this application cannot 
be supported because: 

An inappropriate service area was used in developing the projections 

Certain projection methodologies were based on undocumented assumptions and other 
documented methodologies indicated no need for additional beds. 

There was no documentation of how LRH would redirect referrals from existing 
geropsychiatric programs serving the same counties LRH proposes to serve, many of which 
are closer to the population than LRH. 
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Since the projected utilization presented in the application cannot be supported, there is no basis 
to conclude that the project will achieve economic feasibility. At the same time, the approval of 
this project will negatively affect the economic feasibility of the programs at White County 
Community Hospital and other programs serving the area. 
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DANIEL J. SULLIVAN 

PRESIDENT 
SULLIVAN CONSULTING GROUP, INC. 

990 Hammond Drive, Suite 840 
Atlanta, Georgia 
(770) 551-9550 

WORK EXPERIENCE: 

1990 - Present 

1988 - 1990 

1980 - 1988 

1974 - 1980 

President 
Sullivan Consulting Group, Inc. 
Atlanta, Georgia 

Partner 
Ernst & Young 
Atlanta, Georgia 

Vice President 
Amherst Associates Inc. 
Atlanta, Georgia and Tampa, Florida 

Assistant Administrator 
Private Diagnostic Clinic 
Duke University Medical Center 
Durham, North Carolina 

EDUCATION: Master in Health Administration 
Duke University 

A.B. in Economics and Public Policy Studies 
Duke University 

ORGANIZATIONS: Member, Various State Hospital Associations 
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DANIEL) SULLIVAN 
(CONTINUED) 

PROFESSIONAL EXPERIENCE:  

Development of strategic plans for multihospital systems and individual health care organizations 
throughout the United States. 

Assistance in the preparation of Certificate of Need applications for the construction of new 
hospitals and nursing homes, ambulatory surgery centers, major renovations of existing facilities, 
conversion of beds to new services, introduction of specialty services and technology, and 
development of home care services. 

Preparation of financial feasibility studies for projects involving hospitals, long-term care facilities, 
ambulatory surgery centers, assisted living facilities, and other health care facilities and services. 

Facilitation of planning processes for the creation of integrated health delivery systems. 

Valuation of health care organizations and physician practices. 

Market research for investor-owned health care companies in the areas of need and demand 
assessment, competition, and reimbursement characteristics of various geographic regions in 
connection with the development of specialty hospitals and long-term care services. 

Expert testimony in connection with Certificate of Need litigation in several states in varietyof areas 
relating to health care planning and financial issues. 

Expert testimony in litigation challenging rules promulgated by various state agencies. 

Expert testimony in civil litigation on a range of issues relating to health care planning, health care 
finance, and valuation of health care organizations. 

Assistance in rate review hearings before the state rate setting agency for hospitals in West Virginia. 

Direction of product costing engagements for hospitals involving the determination of procedural 
level costs for use in product costing information systems. 

Testimony before various state agencies and policy boards on issues related to health planning 
standards, need determination, financial access, and health financing. 
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DANIEL J. SULLIVAN 
(CONTINUED) 

PUBLICATIONS: 

"Evaluating and Selecting Among Joint Venture Opportunities," Topics in Health Care Financing, 
Vol. 12, No.2, Winter 1985. 

"New Strategies in a Changing Regulatory Environment," Amherst Quarterly, Winter 1985. 

"Maximizing Hospital Outpatient Revenues," Journal of Atnbulatoty Care Management, Vol. 10, 
No.1, February 1983. 

PRESENTATIONS:  

"Economic Impact of Ambulatory Surgery Centers," Tennessee Bar Association, October 2003. 

Considerations in Certificate of Need Regulation, Kentucky Health Strategy Forum, August 1999. 

"Marketing Outpatient Services," Georgia Society for Health Care Planning and Marketing, October 
1992. 

"Evaluating and Negotiating Managed Care Contracts," West Virginia Hospital Association, 
February 1991. 

"Certificate of Need Strategies," West Virginia Healthcare Financial Management Association, May 
1990. 

"Determining the Need for Retirement Housing," Florida Health Care Association, August 1989. 
"Marketing Nursing Home Cost Effectiveness," American Health Care Association Annual Meeting, 
October 1989. 

"Joint Ventures," Georgia Hospital Association, September 1986. 

"Joint Ventures withPhysicians," North Carolina-South Carolina Health Care Financial Management 
Associations Annual Meeting, August 1986. 

"Medicare Reimbursement Trends," South Carolina Health Care Financial Management Association, 
January 1986. 

"Alternative Revenue Sources," North Carolina Hospital Association, November 1985. 

"Product Costing," Aspen Systems Seminar Series, 1984-85. 

"Procedural Rate-Setting" Dixie Institute of Health Care Financial Management Association, 1983. 
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Land: $1,526,123 

Materials: $10,449,770 

(materials & construction labor) 

Labor: $678,283 

(engineering & architecture only) 

Soft Costs: $42,762 

Smoot Melissa 

From: Mike Garone <mgarone@stretegicbh.com > 
Sent: Tuesday, October 01, 2013 10:45 AM 
To: Shannon Castillo 
Cc: Mitch Miller 
Subject: RE: Meeting Oct 10 9:30 
Attachments: Incentive Application -Johnson City - SBH 10-1-13.pcif 

Hello Shannon & Mitch, 

Attached please find your Application. Under the investment section I have listed out costs by slightly different 
categories. 

Expected Construction Costs: 

In addition I have included some information below: 

What are your estimated expenditures on furniture for use at the facility? 

Year 1: $700,000 Year 2: $100,000 

Year 3: $50,000 Year 4: N/A 

Year 5: N/A 

What are your estimated expenditures on computer equipment for use at the facility? 

Year 1: $100,000 Year 2: $25,000 

Year 3: N/A Year 4: N/A 

Year 5: N/A 

P- 1 7 6 0 

SBH-KINGSPORT 002626 SBH-KINGSPORT 002626



How many new employees do you expect to hire annually over the first five years? 

Year 1: 175 Year 2:50 

Year 3:25 Year 4: N/A 

Year 5: N/A 

How much do you expect to spend annually on taxable materials for operations over the first five years? (Taxable goods 
are purchases on items that will not be used to produce other goods - e.g. office supplies). 

Year 1: $1,900,000 Year 2: $2,200,000 

Year 3: $2,300,000 Year 4: $2,400,000 

Year 5: $2,450,000 

Business Traveler* Information (optional) 

*Business travelers do not include locals (those who live in the area) or patients. 

Estimated annual number of business travelers to facility: 50  

Average length of stay (days / nights): 12  / 

Percentage of overnight business travelers staying in city: 100  

Percentage of overnight business travelers staying in county: 100  

Hopefully this provides you with a better understanding of our project. I look forward to meeting with you. 

Mike Garone 
Director of Development 
Strategic Behavioral Health 

Office (901) 969-3100 
Cell (901) 277-6522 
www.strategicbh.com   

From: Shannon Castillo [mailto:castilloPthewcedc.comi 

Sent: Tuesday, October 01, 2013 10:08 AM 
To:  mgarone@strategicbh.com  
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Cc: Mitch Miller 

Subject: Meeting Oct 10 9:30 

Hello Mike 

Thanks for your phone call today. We're glad you are considering Johnson City for your next hospital. Both Mitch and I 

are happy to meet with you on Thursday, October 10th  at 9:30. Our offices are located at 300 East Main Street Suite 405 

in Downtown Johnson City. 

Please see attached incentive application. This will be helpful for both of us when we meet. 

Let me know if you have any questions between now and then. 

Shannon K. Castillo 

Director of Redevelopment 
Washington County Economic Development Council 

Carnll m 

423-943-0530 (cell) 
423-202-3510 X107 (office) 
www.TheWCEDC.com   

SA)sguThe to the  Comet newsletter HEillt, 

P-1762 
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Johnson City, TN 
Industrial Development Bond Board Incentive Application 

For New and Expanding Businesses 

Company Name: T RIctirE.G IC BE 1-1,66LIM LUC 

Contact Person: 1'71 I rre 6gieRct-ig- 

Address:  8aA; 'Trv-ig c-IPirciarpc 0E1/4  va Sur, Zo  

BMpt Tr-I 3g kz-; 

Phone: 2.11-Co 522- Facsimile:  0  C) Cc' - 3  2.-C) 

Description of Business:  H PciLTHe Pv(ZE- — Ps-lek Ittfgt c__ Hoserritt_ 

Description of Project:  55, 006  S° /FT" M  EIvd Co  NI 51-16-IL51°  

\Apse ct-  pa_ 5E-1-  or4  tiDAC IL imurrn-t  

LANa - L 5M 
tryLeprz:0 Lp 1 Co,55-1. L-AlSOR — t o. 5 AA 

Building/Land: EAlg- - 6,50K Sufi-  COST- Stu<  

Machinery/Equipment:  SCC EMhIL 

Business/Personal Property:  sce CM  

Initial Jobs: T7 

Future Investment: -P1513k YR3 Future Jobs:  

Average Weekly Wage Rate: 2.2 /Hiq, 

Start Date (Projected): 1/I/Apl zoty  

Completion Date (Projected): S,L01 2_o IS 

Signature of Company Contact Person: 

P-1763 
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INTRODUCTION 

This report assesses the Certificate of Need ("CON") project (CN1312-050) for SB11 - 
Kingsport, LLC ("SBH") in light of the statutory requirements of the Tennessee Code Annotated 
("T,C.A.") and applicable criteria and standards of the Tennessee Health Services Development 
Agency ("PISDA" or the "Agency"). According to T.C.A. § 68-11-1609(b): 

No certificate of need shall be granted unless the action proposed in the 
application (1) is necessary to provide needed health care in the area to be 
served, (2) can be economically accomplished and maintained, and (3) will 
contribute to the orderly development of adequate and effective health care 
facilities or services. 

SBH filed a Certificate of Need application on December 3, 2013 to build a 72-bed mental health 
hospital to be located in Kingsport, in Sullivan County. The total project cost was estimated as 
$11,717,915. The proposed hospital would include: 

• 28 beds for children and adolescents 
• 18 beds for adult psychiatric patients 
• 16 beds for gero-psychiatric patients 
• 10 beds for adult chemical dependency patients 

This analysis examines the need for and the economic feasibility of the project, as well as the 
potential negative impact of the project on the existing health care delivery system, including the 
financial impact on Woodridge Hospital ("Woodridge"). Woodridge Hospital is owned by 
Mountain States Health Alliance (ThISHA"), 

This report was prepared by Deborah Kolb Collier, Ph.D., M.B.A. Dr. Collier has more than 36 
years of consulting experience in the health care industry. She has been accepted as an expert 
witness in the fields of health care planning and health care finance in numerous CON 
administrative hearings, including those for psychiatric services. She has testified as an expert in 
administrative hearings in Tennessee, as well as in Georgia, Alabama, Florida, and other states. 
Her resume can be found in Appendix A of this report. 

DKC Consulting 
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CRITERION 1: NEED FOR THE PROJECT 

There is no documented need for the project. 

Under the 1•ISDA rules, Chapter 0720-11-.01 (1)(a-g), the need for the proposed service is to be 
evaluated upon the following factors: 

1.a. The relationship of the proposal to any existing applicable plans (e.g., the 
State Health Plan); 

1.b. The population to be served by the proposal; 

1.c. The existing or certified services or institutions in the area; 

1.d. The reasonableness of the service area; 

1.e. The special needs of the service area population, including the 
accessibility to consumers, particularly women, racial and ethnic minorities 
and low-income groups; 

1.f. Comparison of utilization/occupancy trends and services offered by other 
area providers; 

1.g. The extent to which Medicare, Medicaid (TenuCare) and medicall y 
indigent patients will be served by the project. 

Examination of the SBH CON application in light of these factors indicates that there is no need 
for this project, as shown below. 

La. The relationship of the proposal to art• existing applicable plans (e.g.. the Stale Health 
Plan); 

There is no need for the project under the applicable State Health Plan, Guidelines for Growth, 
2000 Edition, which includes service-specific rules for psychiatric inpatient services. The project 
satisfies neither the service-specific nor the general criteria related to need, as discussed below. 

RELATIONSHIP TO THE SERVICE-SPECIFIC CRITERIA: 

The following passage presents the service-specific criteria for psychiatric inpatient services 
found in the Guidelines for Growth, 2000 Edition. 

A. Need 
I. The population-based estimate of the total need for psychiatric inpatient services 

is 30 beds per 100,000 general population (using population estimates prepared 
by the Department of Health and applying the data in Joint Annual Reports). 

2. For adult programs, the age group of 18 years and older should be used in 
calculating the estimated total number of beds needed. 

DKC Consulting 2 
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3. For child inpatient under age 13, and if adolescent program the age group of 13-
17 should be used. 

4. These estimates for total need should be adjusted by the existing staffed beds 
operating in the area as counted by the Department of Health in the Joint 
Annual Report. 

B. Service Area 
1. The geographic service area should be reasonable and based on an optimal 

balance between population density and service proximity or the Community 
Service Agency. 

2. The relationship of the socio-demographics of the service area, and the projected 
population to receive services, should be considered. The proposal's sensitivity to 
and responsiveness to the special needs of the service area should be considered 
including accessibility to consumers, particularly women, racial and ethnic 
minorities, low income groups, and those needing services involuntarily. 

C. Relationship to Existing Applicable Plans 
1. The proposal's relationship to policy as formulated in state, city, county, and/or 

regional plans and other documents should be a significant consideration. 

2. The proposal's relationship to underserved geographic areas and underserved 
population groups as identified in state, city, county and/or regional plans and 
other documents should be a significant consideration. 

3. The impact of the proposal on similar services supported by state appropriations 
should be assessed and considered. 

4. The proposal's relationship to whether or not the facility takes voluntary and/or 
involuntary admissions, and whether the facility serves acute and/or long-term 
patients, should be assessed and considered. 

S. The degree of projected financial participation in the Medicare and TennCure 
programs should be considered. 

D. Relationship to Existing Similar Services in the Area 
1. The area's trends in occupancy and utilization of similar services should be 

considered. 

2. Accessibility to specific special needs groups should be an important factor. 

E. Feasibility 
The ability of the applicant to meet Tennessee Department of Mental Health 
licensure requirements (related to personnel and stalling for psychiatric inpatient 
facilities) should be considered. 

DKC Consulting 
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Service-specific Criteria A. Need and B. Service Area  

As noted above, the Slate of Tennessee has adopted a population-based rule for the estimate of 
the need for psychiatric inpatient services, as set forth in the State Health Plan, The Guidelines 
An Growth. Total need is calculated as 30 psychiatric beds per 100,000 general population. This 
measure is also applied to subsets of the population, i.e., adults, adolescents, or children. The 
estimates of total need are to be adjusted by the number of existing staffed beds operating in the 
area, as inventoried in the Joint Annual Reports of providers. The identification of the 
appropriate area to use in these calculations, of course, is critical to the health planning analysis. 
The State's guidelines call for the applicant's geographic service area to be "reasonable and 
based on an optimal balance between population density and service proximity or the 
Community Service Agency."' 

SBlits argument for need, however, is based on an arbitrary and unreasonable definition of its 
proposed 5-county service area: Sullivan and Hawkins counties in Tennessee, and Wise, Scott 
and Lee counties in Virginia. This proposed service area is shown on Map 1, in Appendix B 
which contains exhibits for this report. The proposed facility would be situated in Kingsport, in 
Sullivan County. As can be seen, the service area is drawn to include a larger geographical area 
in Virginia than in Tennessee. Furthermore, it reaches two counties beyond Sullivan County into 
Lee and Wise Counties in Virginia, but does not include counties contiguous to Sullivan County 
to the south in Tennessee or to the northeast in Virginia. 

By excluding Washington County from the defined service area, the applicant excluded a 
significant number of beds that are available to meet psychiatric needs of area residents. The 
applicant's proposed service area is arbitrary and unreasonable, and it does not represent the 
likely service area of an inpatient facility to be built in Kingsport, as shown below. 

Arbitrary Exclusion of Washington County 

Adjacent to Sullivan County, Washington County cannot be legitimately excluded from the 
analysis of psychiatric bed need in the area. By excluding Washington County, the applicant 
ignores a large population center and its proximity just to the south of Sullivan County. 
Furthermore, Woodridge Psychiatric Hospital, located in Washington County, is the primary 
provider of inpatient psychiatric services to residents of SBH's defined service area. 

There is a demonstrable flow of patients between Washington and Sullivan Counties for services. 
As an example, in 2014, Woodridge Psychiatric Hospital ("Woodridge") reported 4,081 
psychiatric admissions on its Joint Annual Report ("JAR"), 32.4% of whom were from 
Washington County where the facility is located. The second highest volume of patients at 
Woodridge came from Sullivan County, accounting for 24.9% of the total. An additional 5 
counties in Tennessee contributed more than 100 admissions each. Virginia patients accounted 
for 7.8% of the total. Based on an average of the last three years ofJAR data (2012, 2013, and 
2014) for patient origin for Woodridge, the facility's service area includes Washington, Sullivan 
Carter, Greene, Hawkins, Unicoi, and Johnson counties in IN, and Scott and Washington 
Counties in VA. In addition, approximately 10% of Woodridge patients come from a multitude 

Guidelines for Groivtli, p. 25,B I. 
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(more than 20) of other counties in TN and VA, as well as from other states. Altogether, over the 
three year period, residents of counties in the proposed five county service area of SBH 
accounted for 36% of Woodridge's inpatients. Thus, patients originating in Sullivan and 
Hawkins counties and the defined Virginia counties can and do utilize Woodridge Psychiatric 
Hospital in Washington County. Map 2 depicts the historical service area of Woodridge. 

Furthermore, patient flow data from Indian Path Pavilion ("Indian Path') during the last full 
three years of operation of its mental health services demonstrate that a facility located in 
Kingsport could reasonably be expected to serve not only the counties defined by SBH but 
Washington County, TN, and other contiguous counties as well. Map 3 depicts the historical 
service area for Indian Path, which includes Sullivan, Washington, Hawkins, and Greene 
counties in TN and Washington (including Bristol City), Scott, and Wise (including Norton City) 
counties in VA. This service area, based on a ranking of admissions by county, accounted for 
approximately 90% of admissions, with an additional 10% coining from a large number of 
surrounding counties in TN and VA, as well as from other states. 

Information revealed in the discovery process shows that SBH considered the larger northeastern 
Tennessee/southwestern Virginia, commonly referred to as the Tri-Cities area for the population 
centers of Kingsport, Bristol, and Johnson City, as the target "catchment" area for its planned 
facility. The U. S. Census Bureau has defined the Johnson City-Kingsport-Bristol, TN-VA (Tri-
Cities) Combined Statistical Area to include the counties of Sullivan, Hawkins, Washington, 
Unicoi, and Caner in Tennessee and Washington and Scott counties in Virginia, as well as the 
City of Bristol, Virginia. The designation as a Combined Statistical Area indicates that there is 
significant commercial traffic and business commuting between and among these cities and the 
surrounding areas.2  The Tri-Cities area was included in the initial assessment of potential 
markets for SBH's management's review. (See P 3143-3155 and deposition of Mike Game, 
pp. 110 - 111.) 

In fact, there is also evidence that SBH first wanted to place its facility in Washington County in 
Johnson City. Mike Garonc of SBH completed an Industrial Development Bond Board Incentive 
Application in October to locate the hospital in Johnson City.3  Its first Supplemental Response 
to _USDA questions revealed that SBH, as late as October 10, 2013, when it met with 
representatives of Frontier Health, "had not excluded Washington County from its service 
area...." (Bates stamp 094) 

On November 4, 2013, Mike Garotte of SBH wrote in an e-mail: "You will notice that we have 
switched the physical location of the project from Johnson City to Kingsport in an attempt to 
avoid Mountain States Health Alliance from contesting our application." (P-0037) It is clear that 
Washington County was an important part of SBH's strategy for its project from the beginning; 

2  Combinations for adjacent areas with an employment interchange of 25% or more arc automatic. Combinations for 
adjacent areas with an employment interchange of at least 15% but less than 25% are based on local opinion as 
expressed through the Congressional delegations. The Office of Management and Budget (OMB) defines the 
"employment interchange measure" Ds "the sum of the percentage of employed residents of the smaller entity who 
work in the larger entity and the percentage of the employment in die smaller entity that is accounted for by workers 
in the larger entity." vtothe.census goviecorticenstusthelpigeography 
a  See Ciccone deposition, p.72 and P-1763. 
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yet Washington County was excluded from its need analysis or discussion of similar services in 
the area. 

Evidence shows that, even after the filing of its CON in December 2013, 51111 still considered 
Johnson City and Washington County to be part of the proposed hospital's catchment area. On 
January 10, 2014, 51311 executive management reviewed a document about the proposed hospital 
project that depicted catchment areas with 25 mile and 50 mile radii around Kingsport, which 
would have included Woodridge as well as other psychiatric beds. (See P-0158) Mike Garone, 
who prepared the catchment area presentation slide was asked in deposition about the meaning of 
"catchment area." 

Q: And what is a 'catchment area'? 

Garone: A 'catchment area' is one of the things that we looked at for how 
we might be able to access staff, possible patients. It:s one way, for us to 
look at the gm-eater region. 

Q: Sort of the area where you're doing business, ifyou 

Garone: The area where we're doing business and our accessibility to 
staff and potential patients. (Garone deposition, pp, 112— 113) 

The discussion document for the meeting noted the "limited competition" in the area, including 
"Only 2 facilities (40 beds) within 25 miles and 3 facilities (112) beds within 50 miles," and 
"Only 1 substance abuse provider (19 beds) in the entire market." (P-0155) It is clear that 
management was presented with and was aware of additional beds, including 28 beds at 
Ridgeview Pavilion and 84 beds at Woodridge. (P-0160) Thus even after the CON application 
had been filed, it appears that SBH knew that the target market for the project was much larger 
than its defined service area in the application. 

Given the data en patient flow across Sullivan and Washington counties in Tennessee and the 
surrounding counties, as well as the evidence of commercial and commuting traffic across the 
Tri-Cities area, it is clear that if S1311 builds a hospital in Kingsport, it is likely to market to and 
accept patients from Tennessee counties beyond Sullivan and Hawkins. 
Even SBA's health planning expert, Dan Sullivan, acknowledged in his report (p. 14): 
"Population growth in SBH's service area is expected to be modest." In fact, Washington 
County is experiencing more growth than Sullivan County (as will be shown later in this report). 

It is not reasonable to believe that SBH, given its plan to build a large unit for children and 
adolescents, would ignore the growing market in Washington County and limit itself to the 
shrinking market of children and adolescents in its defined service area. James Shaheen, CEO of 
SBA, confirmed in deposition, that there would be no geographical restrictions on patients 
accepted at the Kingsport facility: 
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Q: Is it your plan at the facility in Kingsport, if it's approved, to 
restrict geographically where your patients originate from? 

Shaheen: No, we wouldn (Garone deposition, p. 27) 

Even if it were possible to limit marketing to the defined service area, it is unlikely that SBH 
would do so, given the need to meet camel-ate utilization/census targets and achieve profitability 
goals. SBH can be expected to look for staff and patients in the larger Tri-Cities catchment area. 

The applicant has arbitrarily drawn a service area to exclude competitors from its analysis of 
need and impact on the existing health care system. The primly, if not only, reason for 
excluding Washington County was to reduce the chance that MSHA would oppose the project. 
As shown by discovery documents, such as Garone's cited above and the meeting 
document froru January ill, 2014, post-filing, SBH was well aware that it would be competing 
for the same patients that MSHA serves, including Washington Cantu" residents. Thus the 
applicant has not defined a reasonable service area. 

Alternate Service Area 

A more reasonable likely service area for a 72-bed behavioral health inpatient facility located in 
Kingsport in Sullivan County would include the counties identified by SBII plus several 
additional counties that are within an approximate one-hour driving radius of the proposed SBH 
facility in Kingsport. A radius of 35 miles was used to approximate a one-hour drive time range, 
as depicted in Map 4. Drive times to several of the outlying communities within the area were 
checked with MapQuest to confirm that the area represented approximately a one-hour drive 
time radius. Exhibit 1 shows drive times between the proposed SBII facility and several 
outlying communities. Maps 5 and 6 illustrate the relative locations of the various sites used for 
the travel time analysis in Exhibit 1. 

Although Tennessee does not use a specific drive-time standard in its psychiatric bed need 
methodology, a 60-minute drive time benchmark is a reasonable one. In fact, the State of 
Virginia uses such a standard in its State Medical Facilities Plan for inpatient mental health 
services: "Acute psychiatric and acute substance abuse disorder treatment services should be 
available within 60 minutes driving time one way under normal conditions of 95% of the 
population using mapping software as determined by the commissioner."4  Notably, a large 
portion of the applicant's proposed service area (3 of 5 counties) lies within Virginia. 

South Carolina also developed its standards for psychiatric facilities with a one-hour geographic 
accessibility target in mind. The South Carolina Health Plan notes: "Psychiatric beds are planned 
for and located within sixty (60) minutes travel time for the majority of residents in the State, In 
addition, current utilization and population growth are factored into the methodology for 
determining psychiatric bed need." 

Virginia Department of Health, Office of Licansurc and Certification, State Medical Facilities Plan. Part XII, 
Article I, 12VAC5-230-840, Travel time. 
s  2012-2013 South Carolina Health Plan, p. 1V-5 and The South Carolina Draft State Health Plan, 4/13115, p. 
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As can be seen on Map 4, there is a large portion of the area within the 35-mile range that was 
excluded by SBH from its defined service area. Most notably, the defined SBH service area 
extends 35+ miles to the north and northwest, but only about 8-10 miles south, even though the 
northern area is mountainous and has fewer routes into Kingsport, as indicated on Map 4 and the 
satellite map showing topography, Map 7. 

Map 8 depicts the alternate, more reasonable service area comprising counties that are wholly or 
largely within an hour's drive of Kingsport. The alternate service area includes 

Tennessee Virginia  
Sullivan Scott 
Washington Wise (plus Norton City) 
Hawkins Lee 
Greene Russell 
Unicoi Washington (plus Bristol City) 
Carter 

Within this total service area, Sullivan and Washington counties in TN would be expected to 
account for the majority of cases in a psychiatric facility in Kingsport, due in part to two factors: 

1) These two counties account for more than 40% of all the population in the alternate 
service area, and 

2) Geographic accessibility to Kingsport is relatively easier from these two counties, given 
the existing highway infrastructure and topography. 

The reasonableness of this alternate service area definition is borne out by the historical 
experience of Indian Path and Woodridge, as set forth above. Both Woodridge and Indian Path 
data show a broad service area with a heavy reliance on Sullivan and Washington counties in 
Tennessee, with secondary reliance on surrounding counties in Tennessee and Virginia. 

Service Arca Total Population 

The alternate service area described above contains six counties in Tennessee and five counties 
in Virginia. As shown on Exhibit 2, the total population of the alternate service area was 
estimated at 686,499 in 2014 and projected to grow to 705,646 by 2019. The SBH proposed 
service area was estimated at 308,983 in 2014 and projected to grow to 312,916 by 2019. As is 
evident on the exhibit, the SBH proposed service area has a lower rate of growth (1.3%) than the 
additional area contained in the alternate service area (4.0%). Washington Co., TN, adjacent to 
Sullivan County, has the highest rate of growth (7.3%), with a projected increase of 9,598 people 
between 2014 and 2019, bringing its total population to more than 140,000 by 2019. 

Exhibit 3 compares the change in total population for Sullivan County, the SBH proposed 
service area as a whole and Washington County, TN. Washington County, TN, is projected to 
add 3.5 times as many residents (9,598) as Sullivan County (2,732) and almost 2.5 times as many 
residents as the entire SBH proposed service area (3,933) over a five-year horizon. It seems 
reasonable to assume that a corporation planning a new hospital venture in Sullivan County 
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would expect and make every effort to serve patients from the neighboring, faster growing 
Washington County. In fact, it is clear that SBH originally planned to locate its facility in 
Washington County (as shown previously), but chose to locate it in Sullivan County to reduce 
the chance that Woodridge would oppose the venture. Arbitrarily carving Washington County 
out of its service area, however, creates an unreasonable and unsupportable service area for OH. 

Population Subgroups 

The Tennessee CON criteria for psychiatric bed need allow for analysis of population subgroups, 
namely children under 13, adolescents ages 13-17, and adults ages 18 and over. Given the 
limitations of the information available from Virginia's demographic source (the Weldon Cooper 
Center at the University of Virginia), it was not possible to use the exact age breakouts specified 
in the Tennessee CON Criteria for psychiatric bed need for the Virginia portion of the service 
area. Accordingly, the Virginia age breakouts are as close as possible to the age groupings used 
for Tennessee counties. 

Child and Adolescent Population 

Exhibit 4 provides underlying demographic data for the child and adolescent population by 
county for the proposed SBH service area arid the alternate service area. SRN has emphasized 
child and adolescent behavioral health services in its CON application, although the 
demographic analysis shows that the child and adolescent population in SEtll's proposed service 
area is projected to decline by 13.3% overall between 2014 and 2019. Notably, Sullivan and 
Hawkins counties, which make up the Tennessee portion of the SIMI service area, are projected 
to experience a decrease of 20.1% of their child and adolescent population by 2019. Overall, 
there are projected to be 8,140 fewer children and adolescents in SBH's proposed service area in 
2019 compared to 2014. 

In contrast to the 20% decrease in children and adolescents projected for Sullivan County, 
Washington County, TN, is expected to have 11.9% increase in this population cohort by 2019, 
as shown on Exhibit 4. By 2019, Sullivan County's child and adolescent population will have 
shrunk to 23,553, while Washington County's will have grown to 29,342, as depicted on Exhibit 
5. 

The changes in the size of child/adolescent population for Sullivan County, the SBH service 
area, Washington Co., TN, and the total alternate service area are compared on Exhibit 6. Even 
with the growth in Washington County's child/adolescent population, there is still a projected net 
decrease in child/adolescent population in the alternate service area overall. It seems 
disingenuous for SW to ignore virtually the only area of growth in the child/adolescent 
population, Washington County, TN, immediately adjacent to its proposed home county. 

Adult Population 

Exhibit 7 provides demographic data for the adult populations of OH 's proposed service area 
and For the alternate service area. Not surprisingly, the population of elderly 65+ is growing 
more rapidly than other cohorts. Washington County, TN, has a slightly higher rate of growth for 
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adults ages 18-64 and a slightly lower rate for elderly 65+ compared to Sullivan County. Overall, 
the adult growth rate is projected at 6.6% for Sullivan and 6.2% for Washington. The total adult 
population of Washington County is projected to be 110,842 in 2019, a large population that is 
not likely to be ignored by SBH in its need to fill its beds. 

BED NEED CALCULATION 

For the alternate service area, bed need calculations were prepared for each county and age 
cohort using the Slate's planning standard of 30 beds per hundred thousand population. 

Child and Adolescent Gross Bed Need 

Exhibit 8 sets forth the calculated gross bed need (before adjustments for bed inventory) for 
child and adolescent psychiatric beds for 2014 and 2019 for the counties in the alternate service 
area. The bed need for children under 5 years old was broken out for two reasons: 

I) SBH does not propose to serve this population and excluded it front (he CON 
calculations. 

2) Hospitalization of babies and toddlers for psychiatric reasons is extremely rare and 
generally considered inappropriate. 

Because SBH would not be serving the under five population, the bed need calculated for that 
age cohort should not be considered in this CON review process. 

As calculated from Exhibit 8, exclusive of the under 5 population, the total number of beds 
needed for children and adolescents in the alternate service area is 31.2 in 2014, declining to 30.1 
by 2019. This decline reflects the declining population of children and adolescents overall. 
Looking specifically at the counties identified in the SRN proposed service area, the gross 
need for child and adolescent beds (exclusive of the under 5 population) drops from 14.1 to 
12.4 between 2014 and 2019. Thus there is no way IM SR11 to defend the proposed 28 bed 
child and adolescent program based on its defined service area. 

In his expert report for SBH, Dan Sullivan acknowledges that the bed need methodology does 
not support 28 child and adolescent beds. (Sullivan Report, p. 12) He calculates a need for 15 
child and adolescent beds in 2019: however, he includes the under 5 population, thereby 
overstating the need that SB1-1 proposed to serve. {Sullivan Exhibit 020) To try to justify the 
surplus beds, Sullivan refers to the relatively high occupancy at Woodridge, even though he and 
MA are claiming that Woodridge is not in their service area: "The need is confirmed by the 
practical limitations of Woodridge's 12-bed child and adolescent unit, detailed above." (Sullivan 
Report, p. 13) 

It is logically inconsistent for Mr. Sullivan to claim that Woodridge is outside the SBH service 
area (and hence irrelevant to the need consideration as well as unaffected by SBH's project) and, 
at the same time, argue that SBH's "extra" beds beyond the calculated need are needed to serve 
the breeder region served by Woodridge. It is clear that SBH would have to reach beyond the 
defined service area for patients to fill a 28-bed unit. 
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Adult Gross Bed Need 

Exhibit 9 presents the calculated gross bed need (again, before adjustments for bed inventory) 
for adult psychiatric beds for 2014 and 2019. As shown on the exhibit, for the larger alternate 
service area, the total adult bed need is estimated at 164.4 in 2014, increasing to 171.5 in 2019. 
Approximately one-fourth of the adult bed need is attributable to the 65+ population. 

Exhibit 10 summarizes the gross bed need calculations by major category for the alternate 
service area. As shown, excluding beds for children under 5, there is a need for 196 beds 
increasing to 202 by 2019. 

Adjustment for Existing Bed Inventory 

As stated in the State's methodology, the calculated bed need is to be reduced by the existing 
supply of beds in the area. Exhibit 11 identifies the current inventory of beds by facility and 
county. The total supply of 172 beds includes 12 for children and adolescents, 118 for adults 
under 65, and 42 designated for elderly patients. 

Map 8, referenced earlier, shows the location of the acute inpatient psychiatric services within 
the alternate service area. The applicant ignored all of these facilities except for Wellmont 
Bristol Regional Medical Center ("WBRMC") in its analysis of need in the application. The 
applicant even ignored Ridgeview Pavilion, located only 3 miles and 6 minutes driving time 
from WBRMC, whose beds were included in the SBH analysis. 6  

NET BED NEED 

A comparison of the gross number of beds needed to the inventory of current beds yields the net 
number of beds needed, as set forth in Exhibit IL In 2019, there is a net need shown for 18 
beds for children (5+) and adolescents, 9 beds for adults under 65, and 3 beds for adults 65+, for 
a total of 30 beds. This net need is fewer than hail of the 72 beds proposed by WI. 

It should also be noted that the finding under the population-based formula for 18 child and 
adolescent beds in the alternate service area does not take into account the planned 
implementation of a child/adolescent Crisis Stabilization Unit (CSU) in the area. The availability 
of the CSU is expected to add functional capacity to the existing inpatient beds and thus 
potentially reduce the need for additional beds. 

Given that the service area defined by the applicant is unreasonable, then the subsequent 
analysis of the population demographics in the application is necessarily deficient. Furthermore, 
the applicant did not size its facility to fit the population needs of as own proposed service area. 

As the need calculation shows, the applicant did not adequately assess the "socio-demographics 
of the service area and the projected population to receive services," as called for in the service-
specific rules. The applicant does not present information to support the need based on any 
identified underserved populations or in-depth demographic analysis. In fact, the applicant 

6  Based on MapQuest search. 
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provides minimal socio-demographic data in the application, and does not address where 
underserved populations reside within the service area or how the SIN I facility would alleviate 
any specific needs of undetserved populations such as minorities, women, former military with 
PTSD (post traumatic stress disorder), homeless or impoverished residents. 

The applicant has stated that it would accept involuntary admissions, but based much of its 
argument on the needs of patients from Virginia, who could only be accepted as voluntary 
admissions under current regulations. Thus the portion of Mr. Sullivan's need calculation based 
on Virginia population is also overstated to the extent it includes the need for serving involuntary 
cases as well as voluntary. 

Substance Abuse/ Chemical Dependency 

There are no separate CON rules for determining the need for inpatient substance abuse and 
chemical dependency beds. Such beds are subsumed within the overall psychiatric bed need 
methodology. In this case, SBH is proposing a 10-bed adult substance abuse and chemical 
dependency unit as part of its 72-bed project, It should be noted that Woodridge maintains a 26-
bed unit (the Poplar unit) that serves adult chemical dependency patients, as well as units for 
child and adolescent psychiatric patients, and units for general adult and gero-psychiatric 
patients. 

Service-specific Criteria C. Relationship to Existing Applicable Plans 

It is clear that the applicant did not engage with or consult with representatives of the Tennessee 
IISDA or the Department of Mental Health and Substance Abuse Services ("TDMHSAS") 
concerning the need for the project prior to filing its CON application. In its Supplemental 
Response #1 to IISDA questions, the applicant states: "Prior to the submitting of our CON 
Application, a discussion with the Tennessee Department of Mental Health and Substance Abuse 
Services had not yet taken place." (Bates 92) The applicant also did not communicate with 
representatives of TennCare prior to filing the application; "Prior to the submitting of our CON 
Application, a discussion with the Bureau of TennCare and the contracted TennCare managed 
care organizations bad not yet taken place." (Bates 92) 

The Applicant's planning process, as revealed in discovery documents, was based largely on a 
high-level screening process to locate areas that could be commercially successful while 
minimizing potential opposition, (Garone deposition and P-3143-3155) 

Service-specific Criteria D. Relationship to Existing Similar Services in the Area 

The State's CON guidelines for inpatient psychiatric services call for a consideration of the 
occupancy and utilization of existing similar services. The applicant's choice of an unreasonable 
service area excluded facilities that provide similar services to residents of the defined service 
area. In fact, facilities ignored by 51311 account for the vast majority of care provided to 
residents of SBH's defined service area. 
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Market Share 

Exhibit 13 presents data on psychiatric patients who were residents of the SBH proposed service 
area, including the number of discharges of these residents to any Tennessee hospital captured in 
the Hospital Discharge Data System (HDDS) from 2011 through 2013. HDDS data were 
supplemented by patient origin data from JAR reports for hospitals that did not participate in 
HDDS. Also shown is the resulting market share of discharges for these facilities. As is clear 
from the Exhibit, Woodridge is the primary source of inpatient care for the residents of the SHI-1 
proposed service area, with a market share of 52.0% in 2013. WBRMC, the only facility SBH 
acknowledged in its need assessment, accounted for only 24.1% of care in 2013. 

Exhibit 14 provides similar data on the destination of care for residents of the alternate service 
area, which, of course, includes all of the SBH-defined service area. Once again, Woodridge is 
the primary source of care, with a market share of 57.2% in 2013, and WBRMC has the second 
highest market share, at 19.1%. As can be seen front the market share exhibits, patients with 
psychiatric diagnoses are also treated in hospitals that do not have designated psychiatric beds, 
for example, Johnson City Medical Center. Typically such patients also have a medical condition 
or complication that warrants an acute care hospital stay. 

Utilization 

Exhibit 15 provides an overview of discharges, average length of stay ("AIDS") and occupancy 
rates for 2011 through 2013 for psychiatric service providers in the alternate service area. 
Overall, for the 172 beds in the alternate service area, occupancy was 611% in 2013, indicating 
that there was capacity for additional admissions, Occupancy of the 12-bed child and adolescent 
beds at Woodridge was 56.8% in 2013, and based on the 2014 JAR, it was 64.9% in 2014. 

In his deposition, Michael Garone of SBH was asked about the corporate standard or target or 
optimal occupancy of SBH facilities: 

Q: Okay. What is your corporate standard for icaget or optimal 
occupancy at 81311 facilities? 

Garone: Target occupancy, 1 think it probably depends on when you 5•e 
talking about. Our facilities across the country that are fully ramped up 
and operational are averaging anywhere ,from 80 to 90 percent 
occypancy. {Garone deposition, p. 138) 

As noted in discovery, Woodridge has taken steps to increase the effective capacity or its child 
and adolescent program and reduce deferrals. SBH is aware of the trend in reduced deferrals, as 
evidenced by correspondence with Youth Villages (See P — 0343). The Sullivan Report, p. 17, 
also acknowledged that the number of deferrals at Woodridge declined in 2014. 

The available capacity in existing facilities, coupled with a finding of net need for fewer than 
half of the beds proposed by the applicant, means that the 72-bed hospital proposed by SBH 
11' 011id unnecessarily duplicate existing resources. 
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The service-specific criteria also state that accessibility to specific special need groups should be 
an important factor. The applicant's response to this criterion (D.2.), was to restate that it would 
accept involuntary admissions. As noted previously, the applicant would not be able to take 
involuntary admissions from Virginia. Furthermore, the applicant makes no specific commitment 
to any special needs groups that arc uninsured, nor does it identify or quantify any specific 
special needs group. Furthermore, the applicant does not propose to add any services that are not 
already available for area residents. 

Use Rates 

The applicant has not demonstrated that there are access problems that prevent residents or 
Sullivan County or the surrounding area from receiving psychiatric services. In fact, Sullivan 
County has a relatively high psychiatric use rate (discharges per 100,000 population) compared 
to the statewide average, as shown on Exhibit 16. In 2013, the statewide use rate was 938.6, 
compared to 1,026.8 for Sullivan County residents. The rate for Sullivan and Hawkins counties 
combined was 961.9, slightly above the statewide rate. For the six Tennessee counties in the 
alternate service area, the overall rate was 981.0, also above the statewide rate in 2013. 

Service-specific Criteria E. Feasibility  

The service-specific criterion for feasibility only references the applicant's ability to meet 
licensure requirements related to personnel and staffing. There is no basis to dispute the 
applicant's intent or ability to meet all licensure requirements related to personnel. The overall 
feasibility of the proposal will be addressed under the General Criterion of Economic Feasibility 
in this report. 

GENERAL CRITERIA RELATED TO NEED  

The general criteria for CON review call for an evaluation of need based on six factors (in 
addition to the service-specific criteria). These factors are covered by the discussion of the 
service-specific factors above. 

Lb. The population to be served by the proposal; 

As noted previously, the applicant's service area definition is flawed and necessarily leads to an 
inadequate presentation of the population to be served. 

Lc. The existing or certijkd services or institutions in the area; 

The applicant arbitrarily excludes several existing institutions from its analysis. 

I.d. The reasonableness of the service area; 

The applicant's 5-county service area is unreasonable, as discussed in detail under the service-
specific rules section of this report. The arbitrarily limited service area definition leads to 
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deficiencies in the applicant's analysis of population, existing providers, area utilization, and 
economic impact. 

Le. The special needs of the service area population, including the accessibility to consumers, 
particularly women, racial and ethnic minorities and low-incomegroups; 

The Applicant provided no documentation beyond unverified anecdotes of any accessibility 
issues for consumers and patients in the service area, particularly women, racial or ethnic 
minorities, or low-income groups. 

11 Comparison of atilization/occupancy trends and services offered by other area providers; 

The applicant tried to limit its analysis of other area providers by drawing an unreasonable 
service area. 

Lg. The extent to which Medicare, Medicaid (TennCare) and medically indigent patients will 
be served by the project. 

Although S1314 proposes to serve Medicare, TennCare, and medically indigent patients, 
information received during discovery weakens the credibility of this claim. The applicant has 
projected that 5% of charges would be accounted for by charity/indigent patients. Sil-Ps 
historical performance does not support that claim. 

Notably, in response to MSHA's First Set of Interrogatories, SUFI provided the payor mix for all 
current SBH non-residential psychiatric facilities, as follows: 

Payor  
Medicaid 
Medicare 
Commercial 
HMO/PPO 
Self pay 
Uncompensated care 

Percentage of Charges 
19.5% 
29.3% 
7.0% 
38.6% 
1.2% 
4.5% (includes had debt, denials, and 

administrative adjustments) 

Source: SBA Response to First Set of Interrogatories from MSHA, 434, p. 27. 

As can be seen from the table above, SW-I did not identify indigent or charity care as one of the 
payor classifications, although the interrogatory requested that information. The self pay 
category may include individuals who self insure as well as those who cannot pay. 
Uncompensated care is described vaguely to include bad debts, denials, and administrative 
adjustments. Certainly, bad debt and denials do not constitute charity. It is unclear what 
"administrative adjustments" are being referenced. In its response to this request, SBH failed to 
provide any indication or evidence of charity or indigent care or to point to a corporate policy on 
charity or indigent care. 

The Sill facility in Garner, North Carolina (SBH-Raleigh) provides an illuminating example of 
past performance. In its license renewal application for 2014, Sill-Raleigh reported that in the 

DKC Consulting 15 

SBH-KINGSPORT 002646 SBH-KINGSPORT 002646



eight month period ended September 30, 20137, the facility had 277 acute care psychiatric 
discharges, only 1 (0.4%) of which was self pay/indigent/charity. The remainder were Medicaid 
(10.8%) or commercial/managed care (Mg%) patients. 

The SBH facility in Leland, North Carolina (S131-1-Wilmingten) provides another example. In its 
license renewal application for 2015 (with data for twelve months ended September 2014), SBH-
Wilmington reported 551 discharges, none of which was listed as self pay/indigent/charity. 

Based on the information about 51311 experience, the projection of 5% charity/indigent care is 
not credible. Furthermore, there is no means to enforce the 5% performance if the project moves 
forward. It is uncontested that Woodridge bears, by far, the largest share of the indigent 
psychiatric care in the region, In deposition, Michael Garone, explained SBI-I's position on 
serving the indigent patients now being served by Woodridge: 

Game: To the best of my knowledge, the Woodridge Hospital has a 
contract ,for indigent care that's reimbursed by the State. And so obviously 
the closure of the Mental Health Institute, those patients need to go 
somewhere. So it's our understanding that the State kind of has this 
contingency plan for shutting down the hospital, that they would 
compensate one tithe providers, being Woodridge, to see those patients. 

What we said was, if there — if that contract is in place, it would make 
sense for those patients to go to the facility with which they're 
compensated -- their care is compensated. We would be happy to explore 
opportunities to replicate that contract in such a way that we would also 
be an option for those patients But if that's jsicis  an option, it wouldn't 
make sense for those patients to come to us without reimbursement when 
they could go to Woodridge with rcimbznsement. (Garone deposition, 
p. 89) 

The message is clear. SBH expects Woodridge to continue to be the destination for indigent 
patients, while SR1-1 targets the insured patients for its new facility in Kingsport. Apparently, 
OH is willing to send indigent residents from its defined service area out of the service area to 
Woodridge for care. 

2  According to SBR's Responses to MSI-IA's First Set of Interrogatories, #39 (a), p. 29, the acute can portion of this 
facility opened in Fcbruary2013. 

The word "nor' appears to have bean loft out in the transcript. 
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CRITERION 2: ECONOMIC FEASIBILITY 

The Applicant did not adequately document economic feasibility. 

According to USDA Rule 0720-11-.01(2)(a-f), factors to evaluate whether the proposal can be 
economically accomplished and maintained include: 

2.a. Whether adequate finds are available to the applicant to complete the project; 

It appears that SBH has a sufficient line of credit to carry out its project development. 

2. b The reasonableness of the proposed project costs; 

No opinion. 

2.c. Anticipated revenue from the proposed project and the impact on existing patient charges; 

The applicant does not provide a credible utilization projection or identify any underlying 
assumptions for market share or volume of cases by county; consequently, there is no basis for 
deeming the projections feasible. As another example of its deficient utilization modeling, SBI-1 
first used a 12-day average length of stay, well above area averages (as shown on Exhibit 15), 
only to reduce it to 9.2 days in the face of questions about the unusually long stay assumption. 
SBH then simply increased the number of admissions in order to keep the same number of 
patient days for its financial projection, as documented in the Sall — Kingsport Response to 
MSHA's First Set of Interrogatories, page 25. 

Such a major change in assumptions to produce a desired result undermines the credibility of the 
utilization projection. Specifically, increasing the projected admissions from 1,425 to 1,859 in 
the second year would mean that SBH would have to capture a market share of approximately 
74% of all cases from its defined service area market, based on a 2013 total market size of 2,527 
cases, as shown on Exhibit 13. Such an assumption would be unreasonable. Given that 20%, or 
more than 500, of the cases from that area are indigent or self pay, it would mean that SBH 
would have to capture virtually all the insured cases. 

SBH admits that its utilization projection is not based on any in depth market analysis. In its 
Response to MSHA's First Set of Interrogatories, p. 24, the applicant states, "SBH built its 
projected utilization around its ability to ramp up and staff the Project. SBH 's ramp-up average 
daily census is controlled by its pace of development, not by any other factor." In other words, 
the project could be in Kingsport, TN, or Mobile, AL, or some other market and the utilization 
projection would be the same, regardless of number of competitors, competitors' market share 
positions, use rates, area length of stay, or other factors that health care planners, including 
SBH's export witness, typically analyze and incorporate into the development of CON 
applications. 

The unreasonable service area assumption coupled with the arbitrary change in length of stay and 
discharge numbers demonstrate the lack of credibility of the application's utilization projections. 
Given the unreliable utilization projection, the financial projections cannot be considered 
reliable. 
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24. Participation in state/federal revenue programs; 

SBH proposes to participate in Medicare and TeonCare, but as noted above, there is no evidence 
cited by the applicant that these patients are not being served well by the existing providers in the 
area. Moreover, Medicare and Tennare are, in fact, well served by existing providers, including 

Woodridge. 

la Alternatives considered; and 

2f The availability of less costly or more effective alternative methods of providing the 
benefits-  intended by the proposal. 

The applicant did not reach out to Woodridge or WBRMC prior to tiling its application to 
determine if there was a possible alternative to meet child and adolescent psychiatric need 
through a cooperative or joint venture with existing providers. In his deposition, Mr. Garone is 
asked about the alternative of a sharing arrangement: 

Q: Question .11 (B), part of the formal application asked the applicant to 
consider — or whether consideration has been given to alternatives to new 
construction, for example, modernization or sharing arrangements. And 
your response is, the applicant has no facilities in east Tennessee to 
modernize. It does not believe that there are any other providers in east 
Tennessee [that] would engage in sharing arrangements with it, since it is 
a new provider in the area. Do you see that? 

Garotte: Correct. 

0: That's not accurate, is it? 

Garone: It's absolutely accurate when it was written. We had not had any 
conversations with Mountain States, nor their willingness to do any of 
that. So at the time our application was turned in, that's exactly what we 

believed. 

Q: So you state disbelief, but you had not had any conversations with any 
providers to actually determine whether or not that's true or not? 

Garone: With Mountain States? The only other provider• you mean? 

Q: Or Tremont. 

Garotte: Right. Correct. (Garone deposition, pp. 188-189.) 

DKC Consulting. 18 

SBH-KINGSPORT 002649 SBH-KINGSPORT 002649



Failing a cooperative venture or acquisition, an alternative would be to right-size the proposed 
facility to align with the identified need in a reasonably drawn service area. It appears that SBH 
made a decision in early October to build one of its standard prototype facilities in the 'Fri-Cities 
area, preferably in Johnson City, then dropped that choice in favor of Kingsport to reduce the 
chance of opposition from MSHA. 

Even though SBH develops and operates several residential treatment centers for children and 
adolescents, there is no evidence that they investigated or considered that alternative for the 
area. A residential treatment center with a small acute care unit for children and adolescents, 
such as SI311's Garner, NC, facility, is one such alternative 

Certainly, an alternative would have been to conduct more objective market research, conferring 
with HSDA and TMHSAS officials as well as with local inpatient and outpatient mental health 
providers, along with gathering data on patient flow, market share, length of stay, and payor 
issues. 

A statistically valid market research survey of healthcare consumers in the region would have 
been a better alternative than relying solely on anecdotal reports. Furthermore, it does not 
appear that SBH tried to confirm or test the anecdotal reports it received concerning NISHA. 

All in all, the project appears to have been hastily planned and submitted, with little thought 
given to alternative options for the TrhCities region. 
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CRITERION 3: CONTRIBUTION TO THE ORDERLY DEVELOPMENT OF 
ADEQUATE AND EFFECTIVE HEALTH CARE FACILITIES AND/OR SERVICES 

Unnecessary duplication of so-vices will negatively affect existing providers and area patients. 

The contribution which the project proposes to make to the orderly development of an adequate 
and effective health care system is to be judged based on the following factors, set forth in 
11SDA Rule 0720-11-.01(3)(a-d): 

3.a. The relationship of the proposal to the existing health care system; 

The project was developed and submitted for CON review without consideration of or 
consultation with key agencies concerned with the mental health system in the region that would 
be served. The project is not appropriately sized and would unnecessarily duplicate some 
services. Although there is some net need for additional child and adolescent beds in the region, 
there is not sufficient need to support the size of the proposed project. 

As shown previously, Woodridge has a high market share of the patients originating in either the 
SBH defined service area or the more reasonable alternate service area. Specifically, in 2013, 
Woodridge provided care for 52.0% of all cases originating in the SBH defined service area and 
57.2% of all cases originating in the alternate service area.9  

Not only does Woodridge serve a large percentage of the patients from the SBH-defined service 
area, but Woodridge also relies heavily on the patient volume from the proposed SBH-service 
area. In 2014, patients from the SBH proposed service area represented approximately 37% of 
Woodridge's 4,081 inpatients, or 1,497 patients. 

Assuming that SBH achieves its utilization projection of 946 eases in the first year and 1,859 
cases in the second year,1°  it is reasonable to assume that a large portion of the cases would have 
otherwise been treated at Woodridge. 

3.b. The positive or negative effects attributed to duplication or competition; 

The proposed project would represent unnecessary duplication. 

Volume Impact 

To more precisely quantify the volume of cases lost, an analysis of market share by payor was 
developed using the State's Hospital Discharge Data Set ("HDDS").11  As shown on Exhibit 17, 
Woodridge's market share by payor varies significantly. Exhibit 18 shows a similar pattern for 
market share by payor within the alternate service area. A payor-level analysis is important, 
because of the small number of indigent cases that SBH is expected to serve, and because the lost 

9  As noted previously, market share analysis is based on data from hospitals reporting to the Hospital Discharge 
Data System (14UDS), supplemented by JAR data for hospitals not reporting on HDDS 

SBI4 revised its utilization projection in the discovery process. See SBI I - Kingsport, LLC's Responses to 
MSHA's First Set of Interrogatories, p.24. 
" Because some hospitals do not report through HDDS, totals do not tie to JAR reports. JAR reports cannot be used 
for this level of analysis, as they do not include patient origin at the payor level. 
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contribution for cases shifted from Woodridge to SBH varies significantly by payor. Exhibit 19 
presents the payor distribution of cases for Woodridge from the SBH-defined service area and 
the alternate service area, along with the market share for each payor category. 

One underlying assumption of the volume impact analysis is that SBH would draw patients from 
existing providers in proportion to the existing providers' relative current market share. This 
approach using a proportionate draw assumption is a common one used in CON impact analyses. 
In effect, it assumes that the existing providers who are currently serving the largest share of the 
market would be the ones most affected by the addition of a new competitor in the market, i.e., 
lose the most volume. 

The volume impact analysis focuses on the second year of operations for SBH, when it has 
achieved a utilization rate of 17,100 patient days, or 65% of 72 beds. SBH has indicated that it 
would expect higher utilization in the third year, but did not provide a third year projectionI2. Of 
course, to the extent that utilization of SBH is higher than the second year projection in the 
second or subsequent years, the impact would be greater. 

Because the applicant did not provide a projection of cases by payor," this analysis makes a 
couple of assumptions to derive an estimate of SM.  cases by payor. Because SBH used the same 
charge per day for all payors ($1,578) and provided a breakout of charges by payor, it was 
possible to derive an estimate of the number of patient days by payor. To convert patient days by 
payor to cases by payor, an estimate of average length of stay by payor is needed. For this 
average length of stay by payor, the nationwide SBH average length of stay by payor was used.I4  
There was also a slight adjustment required to tie to the 1,859 total cases projected by SBH in 
Year Two.I5  The resulting estimate of SBH Year Two cases by payor appears in Exhibit 20. 

Exhibit 21 presents the estimate of lost cases from Woodridge under the assumption that cases 
arc lost by existing providers in proportion to existing market share by payor across either the 
SBH defined service area or the larger alternate service area. As shown, the total number of cases 
lost is estimated at 1,084. Thus even if SBH were to draw patients only from its defined service 
area, the number of cases lost by Woodridge would be large, almost 27% percent, of the 2014 
volume of 4,081 cases. 

If the alternate service area is used for the analysis, the volume impact on Woodridge is 1,185 
lost cases. 

Financial Impact 

The applicant did not adequately assess or consider the impact of the proposal on similar services 
supported by state appropriations. SBH noted that the State closed Lakeshore Mental Health 
Institute in Knoxville in 2012, which served northeast Tennessee, including Sullivan and 

12  See Garone deposition, p.138-139, and Shaheen deposition, p. 111. 
Based on discovery documents and depositions of Garone and Sheehan, it is clear that the applicant did not 

perform any such analysis, nor did its expert wibicss. See SBH Response to MSHA's First Set of Interrogatories, 
#8(b), p. 8. 
14  Sec SBH Response to MSHA's First Set of Interrogatories, #10, p. 8. 
is SBH Response to MSHA's First Set of Interrogatories, #11, p. 9. 
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Hawkins counties in the proposed SBH service area. However, SBH failed to acknowledge that 
the State then expanded its contracts with Woodridge and two other facilities (Ridgeview 
Psychiatric Hospital in Oak Ridge and Peninsula Hospital in Louisville) to provide services for 
uninsured patients. SBH should have assessed the likely impact on Woodridge of its proposed 
facility. 

Because it carved Woodridge out of its defined service area, the applicant ignored the significant 
impact on Woodridge. The loss of insured patients to a new SW-I facility would have a 
significant adverse impact on Woodridge, given that it has accepted an additional financial 
burden of uninsured patients, only partially subsidized by the State. In the face of a new, for-
profit competitor located in its service area, Woodridge would still be the facility receiving 
indigent cases from SBI-Fs Tennessee service area (however defined), but would have a much 
smaller base of insured patients to support its operations. 

To quantify the potential negative impact on Woodridge, a contribution margin analysis was 
developed, based on cost accounting information from Woodridge. By definition, contribution 
margin per unit is equal to the net revenue per unit minus tire variable cost of producing the 
unit of service. This standard business concept is useful in assessing the impact of the loss of a 
portion of service volrune. While the loss of volume would reduce a provider's net revenue, it 
could, theoretically at least, result in savings for costs that vary with volume, i.e., variable costs. 
Such costs could include a portion of labor costs (assuming staffing could be reduced) and a 
portion of supply or other costs that are directly related to patient volume. 

The contribution margin is the amount that is available to help cover the fixed costs of providing 
the service or of covering costs for other services. Fixed costs include such categories as fixed 
staffing requirements, insurance, depreciation, rent, utilities, and other costs that do not vary, 
over a reasonable range, with patient volume. In summary, the higher the net revenue and the 
lower the variable cost, the higher the contribution margin will be. 

For psychiatric services, fixed costs are typically a large percentage of total costs. For example, 
there are significant staffing costs, including management and clinical staff to operate even at 
minimal patient volume. Certain staffing costs were fixed in the SBH CON application, for 
example, because they represent a core staffing level required to operate the facility on a full-
time basis. On the other hand, supply expense was assumed to be variable in the pro forms. 
Overall, between Year One and Year Two of the CON pro forma, total expenses increased by 
49.1%, while the volume of patient days nearly doubled, at 96.6%. This relationship suggests 
approximately 50% of expenses were projected as variable for CON purposes. 

For the analysis of contribution margin for Woodridge, FY 2014 reports (the most recent 
available) from the hospital's cost accounting system were used as a foundation, These reports 
were run to aggregate inpatient cases and costs by payor so that a payor level analysis could be 
performed. Costs in the report were identified as direct (can be associated with patient care 
directly) or indirect (typically overhead, administrative or other costs that are difficult to tie 
directly to patient care). With -anther analysis and discussion with MSHA staff, DKC Consulting 
identified the portion of direct and indirect costs that could reasonably be considered variable. In 
summary, variable costs included: 
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• Variable pardon of direct salaries with associated benefits, with variable at 68.1% of total 
direct salaries 

• Direct supplies at 100% variable 
• Variable portion of direct other expenses (e.g., insurance, maintenance, travel, 

recruitment, utilities, food) at 54.5% of total direct other expenses 
• Variable portion of indirect salaries and nonsalaries at 27.5% of indirect salaries and 

nonsalaries 

Costs that were considered fixed, i.e., not likely to decline with volume changes included: 

• Direct depreciation 
• Direct professional fees 
• Indirect depreciation, amortization, interest 
• Indirect hospital-supported clinic expense 

The resulting cost allocation between fixed and variable is shown on Exhibit 22 and indicates 
that approximately 45% of total inpatient costs were assigned as variable. It should be noted that 
cost behavior in the face of a loss of volume is likely to vary from one organization to the next. 
In general, costs can be described as "slippery" on the upside and "sticky" on the downside." In 
other words, organizations may be quicker to take on costs as volume increases than to cut costs 
as volume declines. Hospitals are often reluctant to cut back on staffing, in particular, because of 
the potential difficulty of replacing staff if volume increases and because of the negative 
community reaction to any cutbacks. Assigning 68% of direct salary costs as variable is a 
"liberal" assumption, in that it suggests that direct staffing, including nurses and techs, is largely 
variable. In reality, it would he very difficult to flex staffing with that degree of precision, and 
the organization would risk permanently losing staff whose hours decreased. 

The product of the cost allocation analysis is an estimate of the contribution margin per case by 
payor as shown on Exhibit 23. As can be seen on the exhibit, indigent patients have a negative 
contribution margin, meaning that the minimal revenue received does not cover even the variable 
cost of caring for the patient. Commercially insured patients, of course, have a much higher 
contribution margin than others. 

The estimated financial impact is calculated by multiplying the number of cases assumed to be 
shifted to Woodridge by the average contribution margin per case for Woodridge. Exhibit 24 
presents the financial impact calculations based on the second year volume of SBH - Kingsport, 
assuming the proportional distribution of impact described above. There are four scenarios 
presented in the exhibit: 

A.1. Assumes cases come from the Sill-defined service area with payor mix per the CON 
(5% indigent) 

A.2. Assumes cases come from the SIM-defined service area with 0% indigent care 

11.1. Assumes cases come from alternate service area with payor mix per CON (5% 
indigent) 
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B.2. Assumes cases come from alternate service area with 0% indigent care 

As shown, the impact ranges from approximately $1.51m to $1.92m under these scenarios 
important to note the following: 

I) The impact shown is an annual impact. The full impact would be cumulative over time. 

2) The impact analysis is based on the second year of operations For SBH-Kingsport, when 
the facility is operating at only 65% occupancy. As its utilization increases in subsequent 
years, as 51311 expects it to do, the impact on Woodridge can be expected to grow. 

3) The analysis assumes that any indigent cases taken from Woodridge would reduce the 
negative impact because of their negative contribution margin. Because there is reason to 
question SBH's projection of 5% indigent care, scenarios A.2. and B.2. were included to 
show the even greater impact each year if 5131-1 provides no indigent care. 

In any scenario, the financial impact on Woodridge will be significant. In 2014, Woodridge 
experienced an operating income of approximately $99,121. For eleven months ended in May 
2015, Woodridge has experienced a net operating loss of ($624,938). The loss of at least $1.51 to 
1.91 million in contribution margin per year would represent a major challenge to the ability of 
Woodridge to support the full range of its current services, especially in today's environment of 
federal and state budgetary pressures to reduce/control health care payments. 

SBH's expert maintains that "MSIIA and Johnson City Medical Center have the financial 
strength to absorb the limited loss of patients and revenues that MSFIA assumes will result from 
SBH's operations."I6  Mr. Sullivan points to the asset base of MSHA to support his argument, but 
fails to note that MSIIA has a high debt load and is considered highly leveraged by the ratings 
agencies. The financial statement for the first nine months of FY 2015 for MSHA, included as 
Exhibit 26b of Mr. Sullivan's submission, shows lone term debt of more than $1 billion, total 
liabilities of $1.3 billion, and net assets of only $761 million, a debt to equity ratio of 
approximately 1.7 X. 

In March 2015, Moody's Investor Services affirmed a Baal rating on MSHA's outstanding debt. 
Moody's summarized the rating rationale as follows: 

The Baal rating reflects unproved financial performance demonstrated by 
this large multi-hospital system in eastern Tennessee and southeastern 
Virginia Performance is showing good momentum with stronger results 
through the first half of FY 2015 given a re-invigorated focus on 
operations, expense management and physician relations under the 
direction of a new CEO and engaged Board. The rating also incorporates 
the organization's leading market position in Johnson City and the 
expansive 29-county service area. 

Is  Sullivan] Report, p. 32. 
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These attributes are mitigated by the organization's leverage position 
which is very high and unfavorable to Moody's medians. Management is 
endeavoring over the next several years to de-leverage the system with 
increased cash flow and a new debt reduction strategy. Above average 
exposure to Medicare and Medicaid is also a credit risk.1  

Although MSI-IA has demonstrated improved performance, this does not mean that Woodridge 
can absorb a negative impact of the magnitude estimated here without serious adverse 
consequences, including the possibility of cutting back subsidized services within Woodridge or 
elsewhere in MSHA. 

Summary 

The proposed SBI-1 project does not conform to the standards and criteria for need found in the 
Guidelines jhr Growth, 2000 Edition. The proposed service area is unreasonable and arbitrarily 
excludes Woodridge and other providers from its assessment of need. The project is not sized 
appropriately for the need that exists within the larger, more reasonable, alternate service area. 

The project would not improve accessibility of services for underserved populations. In fact, to 
the extent that SI31-1 targets insured patients that would otherwise have utilized Woodridge, it 
could reduce Woodridge's ability to subsidize its uninsured patients. 

The utilization projections for the proposed facility are not supported by an appropriate service 
area market analysis; consequently, the utilization projections remain unsupported and economic 
feasibility cannot be demonstrated. 

The project would not contribute to the orderly development of adequate and effective health 
care services and facilities. Finally, the proposed hospital represents an unnecessary and 
duplicative service that would have a significant adverse impact on Woodridge. 

ri  Moody's Investors Service, Rating Action:Moody's States Health Alliance's (TN) Baal, 
www.moodys.com/rescarch.  

DKC Consulting 25 

SBH-KINGSPORT 002656 SBH-KINGSPORT 002656



Appendix A: 

Resume 

DKC Consulting Appendix A 

SBH-KINGSPORT 002657 SBH-KINGSPORT 002657



consulting DEBORAH KOLB COLLIER, PH.D. 

DKC CONSULTING L.L.C. 

WORK EXPERIENCE 

2009-present Owner 1985-2002 Executive Vice President 
DKC Consulting L.L.C. Jennings Ryan & Kolb 
Atlanta, Georgia Atlanta, Georgia 

2004-2009 Senior Principal 1979-1985 Vice President, Manager of 
Nobl is Consulting Services 
Norcross, Georgia Amherst Associates Inc. 

Atlanta, Georgia 
2002-2004 Executive Vice President 

Cross Country I lcalthcare - 1976-1977 Instructor 
Jennings Ryan & Kolb University of North Carolina 

Atlanta, Georgia Department of English 
Chapel I Jill, North Carolina 

EDt CATION 

• Master of Business Administration, University qiNorth Carolina at Chapel Hill 

• Doctor of Philosophy, English, University of North Carolina at Chapel Hill 

• Bachelor of Arts, English, Summa Cum Laude, University of Georgia, Athens, Georgia 

ORGANIZATIONS AND AWARDS 

• Beta Gamma Sigma (Honorary Business) 

• Phi Beta Kappa 
• Recipient of Follmer Bronze, Reeves Silver, and Muncie Gold Merit Awards, presented by 

Healthcare Financial Management Association and Former Board Member, GA Chapter, HFMA 
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PROFESSIONAL EXPERIENCE (CON1 I\ I I I)) 

• Directed the development of strategic plans for community hospitals and systems. Activities in the 
planning process have included: 

— Strategic issue identification, conceptualization of approach for identifying potential solutions 

- Market analysis and demand forecasting 

- Interviewing key stakeholders including senior management, board members, physicians, 
community leaders 

Online surveys of key stakeholders 

— Portfolio assessment 

Financial assessment 

- Formulation of vision and priorities 

Definition of goals 

Identification of measures of success 

Development of action plans and resource requirements 

- Delineation of available strategies 

- Evaluation of alternative organizational structures 

- Facilitation of client meetings throughout the planning process (management groups, Board 
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primary care and specialty services. 
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PROFESSIONAL EXPERIENCE (CONTi LI)) 

• Advised hospitals in the development of diversification options including surgi-centers, urgent care 
centers, extended care, and home health. 

• Prepared financial feasibility studies for hospitals involved in major capital financing projects. 
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MAP 2 
Historical Service Area 

Woodridge Psychiatric Hospital 

2012-2014 
3-Year Percent 

Average of Total 

Washington, TN 1,152 30% 

Sullivan, TN 993 26% 

Carter, TN 363 9% 

Greene, TN 291 7% 

Hawkins, TN 254 7% 

Unicoi, TN 139 4% 

Johnson, TN 122 3% 

Bristol City/Washington, VA 96 2% 

Scott, VA 81 2% 

Source: Tennessee Department of Health, Joint Annual Report (JAR), 2012-2014, supplemented by internal MSHA data for 

"other" Virginia counties on JAR reports. 
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Map 3 
Historical Service Area 

Indian Path Psychiatric Pavilion 

2007-2009 
3-Year 

Average 
Percent 
of Total 

Sullivan, TN 939 46.3% 

*= Proposed SMH Site Washington, TN 242 11.9% 
Hawkins, TN 236 11.7% 
Scott, VA 112 5.5% 
Greene, TN 67 3.3% 

WISE Wise/Norton City, VA 58 2.9% 
Carter, TN 52 2.5% 
Washington/Bristol City, VA 51 2.5% 
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miles 

Source: Tennessee Department of Health, Joint Annual Report (JAR), 2007-2009, supplemented by internal MSHA data for 

"other" Virginia counties on JAR reports 
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MAP 4 

SBH Proposed Site 

35-Mile Radius Map 
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EXHIBIT 1 
Drive Times and Distance to SBH Proposed Site 

Site 
Straight-line 

Distance 
Driving 

Distance 
Drive 
Time 

From: Existing Psychiatric Providers in 
Alternate Service Area: 
Clearview Psychiatric Center at RCMC 34.40 52.49 1 hour 
Ridgeview Pavilion 16.86 17.98 22 minutes 
Sycamore Shoals Hospital 20.03 31.01 34 minutes 
Takoma Regional Hospital 32.70 44.62 53 minutes 
Wellmont Bristol Regional Medical Center 14.49 16.30 21 minutes 
Woodridge Psych Hospital 17.65 24.52 29 minutes 

From: Outlying Cities within the Radius: 
Abingdon, VA 31.68 34.19 37 minutes 
Greenville, TN 32.11 44.06 51 minutes 
Norton, VA 27.39 46.94 54 minutes 
Rogersville, TN 29.13 31.68 40 minutes 
Unicoi, TN 25.99 34.33 37 minutes 

Source: MapQuest, 2015. 
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EXHIBIT 2 
Area Population Trends 

Total Population by County 

County 2014 2019 Increase 

Percent 

Change 

SBH Proposed SA 

Sullivan 158,975 161,707 2,732 1.7% 

Hawkins 575_09 58 241 732 1.3% 

Subtotal TN 216,484 219,948 3,464 1.6% 

Scott 22,682 22,927 245 1.1% 

Lee 25,166 25,078 (88) (0.3%) 

Wise* 44,__651 44_.963 312 0.7% 

Subtotal VA 92,499 92,968 469 0.5% 

TOTAL 51511 PROPOSED SERVICE AREA 308,983 312,916 3,933 1.3% 

Additional Counties in Alternate SA 

Washington 130586 140,184 9,598 7.3% 

Carter 57,284 57,828 544 0.9% 

Greene 70,187 71,989 1,802 2.6% 

Unicoi 18 376 18_`58 182 1.0% 

Subtotal Additional TN 276,433 288,559 12,126 4.4% 

Washington** 72,721 75,249 2,528 3.5% 

Russell 28_,362 28_,922 560 2.0% 

Subtotal Additional VA 101,083 104,171 3,088 3.1% 

TOTAL ADDITIONAL SERVICE AREA 377,516 392,730 15,214 4.0% 

TOTAL ALTERNATE SERVICE AREA 686,499 705,646 19,147 2.8% 

Including Norton City 
**including Bristol City 
Note: Virginia population interpolated based on 2013-2020 AAGR. 
Sources: Tennessee Department of Health Statistics, Population Estimates and Projections, 2010-2020. 

Weldon Cooper Center for Public Service, University of Virginia, Population Estimates and Projections, 2010-2013 
and 2020. 
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EXHIBIT 3 
Comparison of Changes in Total Population between 

2014 and 2019 

9,598 

   

3,933 

 

2,732 

 

   

    

Sullivan SBH 
County Proposed 

Service Area 

Washington 
County, TN 

Note: Virginia population interpolated based on 2013-2020 AAGR. 
Sources: Tennessee Department of Health Statistics, Population Estimates and Projections, 2010-2020. 

Weldon Cooper Center for Public Service, University of Virginia, Population Estimates and Projections, 2010-2013 
and 2020. 
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EXHIBIT 4 
Area Population Trends 

Child and Adolescent Population 

County 2014 2019 

Increase 
(Decrease) 

Percent 
Change 

5811 Proposed SA 
Sullivan 

0-4 6,826 5,203 (1,623) (23.8%) 

5-12 13,018 9,807 (3,211) (24.7%) 

13-17 9 575 8 543 (1032) (10.8%) 

Total Child/Adoles. 29,419 23,553 (5,866) (19.9%) 

Hawkins 
0-4 2,454 1,877 (577) (23.5%) 

5-12 5,096 3,733 (1,363) (26.7%) 

13-17 9 751 3 379 13721 (9.9%) 

Total Child/Adoles. 11,301 8,989 (2,312) (20.5%) 

Scott 
0-4 1,100 1,032 (68) (6.2%) 

5-14 2,398 2,438 40 1.7% 

15-19 1 218 1 206 112) (1.0%) 

Total Child/Adoles. 4,716 4,676 (40) (0.8%) 

Lee 

0-4 1,304 1,259 (45) (3.5%) 

5-14 2,723 2,743 20 0.7% 

15-19 1 320 1 340 20 1.5% 

Total Child/Adoles. 5,347 5,342 (5) (0.1%) 

Wise* 
0-4 2,369 2,369 0 0.0% 

5-14 5,120 5,188 68 1.3% 

15-19 2 845 2 860 15 0.5% 

Total Child/Adoles. 10,334 10,417 83 0.8% 

TOTAL SBH PROPOSED SERVICE AREA 
0-4 14,053 11,740 (2,313) (16.5%) 

TV 5-12 18,114 13,54o (4,574) (25.3%) 

13-17 13,326 11,922 (1,404) (10.5%) 

VA 5-14 10,241 10,369 128 1.2% 

15-19 5 383 a e IP 0 23 0.4% 

Total Child/Adoles. 61,117 52,977 (8,140) (13.3%) 

Additional Counties in Alternate SA 

Washington 
0-4 7,850 8,682 832 10.6% 

5-12 11,580 13,682 2,102 18.2% 

13-17 6,1784 6,978 194 2.9% 

Total Child/Adoles. 26,214 29,342 3,128 11.9% 

Carter 
0-4 2,964 3,112 148 5.0% 

5-12 4,975 4,877 (98) (2.0%) 

13-17 3,283 3,198 (85) (2.6%) 

Total Child/Adoles. 11,222 11,187 (35) (0.3%) 
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EXHIBIT 4 (Continued) 

Increase Percent 
County 2014 2019 (Decrease) Change 

Greene 
0-4 3,744 4,159 415 11.1% 
5-12 6,257 6,175 (82) (1.3%) 
13-17 4,304 4,171 (133) (3.1%) 
Total Child/Adoles. 14,305 14,505 200 1.4% 

Unicoi 
0-4 847 908 61 7.2% 
5-12 1,614 1,450 (164) (10.2%) 
13-17 1,148 1,087 (61) (5.3%) 
Total Child/Adoles. 3,609 3,445 (164) (4.5%) 

Washington** 
0-4 3,506 3,560 54 1.5% 
5-14 8,135 8,245 110 1.4% 
15-19 4,193 4,554 361 8.6% 
Total Child/Adoles. 15,834 16,359 525 3.3% 

Russell 
0-4 1,425 1,343 (82) (5.8%) 
5-14 3,125 3,120 (5) (0.2%) 
15-19 1.533 1,645 112 7.3% 
Total Child/Adoles. 6,083 6,108 25 0.4% 

TOTAL ADDITIONAL SERVICE AREA 
0-4 20,336 21,764 1,428 7.0% 

TN 5-12 24,426 26,184 1,758 7.2% 
13-17 15,519 15,434 (85) (0.5%) 

VA 5-14 11,260 11,365 105 0.9% 

15-19 5,726 6,199 473 8.3% 

Total Child/Adoles. 77,267 80,946 3,679 4.8% 

TOTAL ALTERNATE SERVICE AREA 
0-4 34,389 33,504 (885) (2.6%) 

TN 5-12 42,540 39,724 (2,816) (6.6%) 

13-17 28,845 27,356 (1,489) (5.2%) 

VA 5-14 21,501 21,734 233 1.1% 

15-19 11,109 11,605 496 4.5% 

Total Child/Adoles. 138,384 133,923 (4,461) (3.2%) 

*including Norton City 
**including Bristol City 
Notes: VA population estimates and projections were not available for the same age cohort groupings as in TN. 

Virginia population interpolated based on 2013-2020 AAGR. 
Sources: Tennessee Department of Health Statistics, Population Estimates and Projections, 2010-2020. 

Weldon Cooper Center for Public Service, University of Virginia, Population Estimates and Projections, 2010-2013 and 
2020. 
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EXHIBIT 5 

Comparison of Child and Adolescent Population 

2014 and 2019 

29,419 29,342 

26,214 

23,553 

Sullivan Washington Sullivan Washington 
County County County County 

2014 2019 

Notes: Child/Adolescent includes ages 0-17. 

Virginia population interpolated based on 2013-2020 AAGR. 

Sources: Tennessee Department of Health Statistics, Population Estimates and Projections, 2010-2020. 
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EXHIBIT 6 
Comparison of Changes in Child and Adolescent Population 

2014 and 2019 

3,128 

(4,461) 

(5,866) 

(8,140) 

Sullivan SBH Washington Alternate 
County Proposed County, TN Service Area 

Service Area 

Note: Virginia population interpolated based on 2013-2020 AAGR. 
Sources: Tennessee Department of Health Statistics, Population Estimates and Projections, 2010-2020. 

Weldon Cooper Center for Public Service, University of Virginia, Population Estimates and Projections, 2010-2013 
and 2020. 
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EXHIBIT 7 
Area Population Trends 

Adult Population 

County 2014 2019 
Increase 

(Decrease) 

Percent 
Change 

5811 Proposed SA 
Sullivan 

18-64 96,231 99,677 3,446 3.6% 

65+ 33_,325 38 477 5 152 15.5% 

Total Adult 129,556 138,154 8,598 6.6% 

Hawkins 
18-64 34,949 35,827 878 2.5% 

65+ 11_,2_59 13 425 2 166 19.2% 

Total Adult 46,208 49,252 3,044 6.6% 

Scott 
20-64 13,142 12,927 (215) (1.6%) 

65+ 4,824 5 324 500 10.4% 

Total Adult 17,966 18,251 285 1.6% 

Lee 
20-64 15,194 14,913 (281) (1.8%) 

65+ 4 625 4 823 198 4.3% 

Total Adult 19,819 19,736 (83) (0.4%) 

Wise* 
20-64 27,381 26,641 (740) (2.7%) 

65+ 6.,,936 7 905 969 14.0% 

Total Adult 34,317 34,546 229 0.7% 

TOTAL 5511 PROPOSED SERVICE. AREA 
18-64,.20-64 186,897 189,985 3,088 1.7% 

65+ 60_`69 b9 54 8.985 14.7% 

Total Adult 247,866 259,939 12,073 4.9% 
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EXHIBIT 7 (Continued) 

County 2014 2019 
Increase 

(Decrease) 
Percent 
Change 

Additional Counties in Alternate SA 
Washington 

18-64 82,641 85,971 3,330 4.0% 

65+ 21 731 24 871 3 140 14.4% 

Total Adult 104,372 110,842 6,470 6.2% 
Carter 

18-64 35,013 34,433 (580) (1.7%) 

65+ 11 049 12 208 1 159 10.5% 

Total Adult 46,062 46,641 579 1.3% 

Greene 
18-64 42,066 42,364 298 0.790 

65+ 13_`16 15 120 1004 9.496 

Total Adult 55,882 57,484 1,602 2.9% 

Unicoi 
18-64 10,822 10,795 (27) (0.2%) 

65+ 3045 4 318 373 9.5% 

Total Adult 14,767 15,113 346 2.3% 

Washington** 

20-64 42,471 42,790 319 0.8% 

65+ 14,416 16,100 1084 11.7% 

Total Adult 56,887 58,890 2,003 3.5% 

Russell 
20-64 17,017 16,787 (230) (1.4%) 

65+ 5 262 6 027 765 14.5% 

Total Adult 22,279 22,814 535 2.4% 

TOTAL ADDITIONAL SERVICE AREA 
18-64, 20-64 230,030 233,140 3,110 1.4% 

65+ 70_,2_19 78,_644 8,425 12.0% 

Total Adult 300,249 311,784 11,535 3.8% 

TOTAL ALTERNATE SERVICE AREA 
18-64,20-64 416,927 423,125 6,198 1.5% 

65+ 131 188 148,598 17 410 13.3% 

Total Adult 548,115 571,723 23,608 4.3% 

*including Norton City 
**including Bristol City 
Notes: VA population estimates and projections were not available for the same age cohort groupings as in TN. 

Virginia population interpolated based on 2013-2020 AAGR. 
Sources: Tennessee Department of Health Statistics, Population Estimates and Projections, 2010-2020. 

Weldon Cooper Center for Public Service, university of Virginia, Population Estimates and Projections, 2010-2013 and 
2020. 
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EXHIBIT 8 
Child/ Adolescent Psychiatric Inpatient Bed Need - 2014 and 2019 

Alternate Service Area 
(Calculated using 30 Beds per 100,000 Population) 

Age Cohort 

2014 2019 

0 - 4 

5 -12 (TN) 

5- 14 (VA) 

13 - 17 (TN) 

15 - 19 (VA) 

Total 

Child/Adoles. - 

5-12 (TN) 

5- 14 (VA) 

13 - 17 (TN) 

15 - 19 (VA) 

Total 

Chila/Adoles. 

County 

Sullivan 2.0 3.9 2.9 8.8 1.6 2.9 2.6 7.1 

Hawkins 0.7 1.5 1.1 3.4 0.6 1.1 1.0 2.7 

Scott 0.3 0.7 0.4 1.4 0.3 0.7 0.4 1.4 

Lee 0.4 0.8 0.4 1.6 0.4 0.8 0.4 1.6 

Wise* 0.7 1.5 0.9 3.1 0.7 1.6 0.9 3.1 

S131-1 Service Area Total 4.2 8.5 5.6 18.3 3.5 7.2 5.2 15.9 

Excluding Age 0-4 60 8.5 5.6 14.1 0.0 7.2 5.2 12.4 

Washington 2.4 3.5 2.0 7.9 2.6 4.1 2.1 8.8 

Carter 0.9 1.5 1.0 3.4 0.9 1.5 1.0 3.4 

Greene 1.1 1.9 1.3 4.3 1.2 1.9 1.3 4.4 

Unicoi 0.3 0.5 0.3 1,1 0.3 0.4 0.3 1.0 

Russell 0.4 0.9 0.5 1.8 0.4 0.9 0.5 1.8 

Washington** 1.1 2.4 1.3 4.8 1.1 2.5 1.4 4.9 

ALTERNATE 
SERVICE AREA 10.3 19.2 12.0 41.5 10.1 18.4 11.7 40.2 

Excluding Age 0-4 0.0 19.2 12.0 31.2 0.0 18.4 11.7 30.1 

*including Norton City 
"including Bristol City 

Notes: VA population estimates and projections were not available for the same age cohort groupings as in TN. 
Virginia population interpolated based on 2013-2020 AAGR. 

Sources: Tennessee Department of Health Statistics, Population Estimates and Projections, 2010-2020. 
Weldon Cooper Center for Public Service, University of Virginia, Population Estimates and Projections, 2010-2013 
and 2020. 
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EXHIBIT 9 
Adult Psychiatric Inpatient Bed Need - 2014 and 2019 

Alternate Service Area 
(Calculated using 30 Beds per 100,000 Population) 

Age Cohort 

2014 2019 

18 - 64 (TN) 

20 - 64 (VA) 65+ 

Total 

Adult 

18 - 64 (TN) 

20 - 64 (VA) 65+ 

Total 

Adult 

County 

Sullivan 28.9 10.0 38.9 29.9 11.5 41.4 

Hawkins 10.5 3.4 13.9 10.7 4.0 14.8 

Scott 3.9 1.4 5.4 3.9 1.6 5.5 

Lee 4.6 1.4 5.9 4.5 1.4 5.9 

Wise* 8.2 2.1 10.3 8.0 2.4 10.4 

San Service Area Total 56.1 18.3 74.4 57.0 21.0 78.0 

Washington 24.8 6.5 31.3 25.8 7.5 33.3 

Carter 10.5 3.3 13.8 10.3 3.7 14.0 

Greene 12.6 4.1 16.8 12.7 4.5 17.2 

Llnicoi 3.2 1.2 4.4 3.2 1.3 4.5 

Russell 5.1 1.6 6.7 5.0 1.8 6.8 

Washington** 12.7 4.3 17.1 12.8 4.8 17.7 

ALTERNATE 

SERVICE AREA 125.1 39.4 164.4 126.9 44.6 171.5 

*including Norton City 
**including Bristol City 
Notes: VA population estimates and projections were not available for the same age cohort groupings as in TN. 

Virginia population Interpolated based on 2013-2020 AAGR. 
Sources: Tennessee Department of Health Statistics, Population Estimates and Projections, 2010-2020. 

Weldon Cooper Center for Public Service, University of Virginia, Population Estimates and Projections, 2010-2013 
and 2020. 
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EXHIBIT 10 

Summary Gross Bed Need 
Alternate Service Area 

Age Group 2014 2019 

Under 5 10.3 10.1 
Child 5+/Adolescent 31.2 30.1 

Adult <65 125.1 126.9 

Adult 65+ 39.4 44.6 

TOTAL 206.0 211.7 

Total Excluding Under 5 195.7 201.6 

20 

SBH-KINGSPORT 002683 SBH-KINGSPORT 002683



EXHIBIT 11 

Supply of Psychiatric Beds 

Alternate Service Area 

Child/Adoles. 

Adult Beds 

Total Non-Age 
County Facility Name Beds Specific 65+ Beds 

Washington Woodridge 12 58 14 84 

Sullivan WBRMC 12 12 

Greene Takoma 16 16 

Carter Sycamore Shoals 12 12 

Bristol City, VA Ridgeview Pavilion 28 28 

Russell, VA Clearview Center at 

Russell Co. Med. Ctr. _ 20 _ 20 

TOTAL 12 118 42 172 

Source: Joint Annual Reports for Takoma and Sycamore Shoals. Clearview Center and Woodridge information provided by 

Woodridge. WBRMC and Ridgeview Pavilion based on WBRMC Cost Report and JAR. 
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EXHIBIT 12 
Net Bed Need 

Alternate Service Area 

Gross Bed Need by Age Group 2014 2019 

Under 5 10.3 10.1 

Child 5+/Adolescent 31.2 30.1 

Adult <65 125.1 126.9 

Adult 65+ 39.4 44.6 

TOTAL 206.0 211.7 

Total Excluding Under 5 195.7 201.6 

Existing Service Area Beds by 
Age Group 

Under 5 0 0 

Child 5+/Adolescent 12 12 

Non-Age Specific 118 118 

Adult 65+ 42 42 

TOTAL 172 172 

Net Beds Needed by Age Group 

UnderS 10.3 10.1 

Child 5+/Adolescent 19.2 18.1 

Adult <65 7.1 8.9 

Adult 65+ (2.61 2.6 

TOTAL 34.0 39.7 

Total Net Beds Needed 
Excluding Under 5 24 30 
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EXHIBIT 13 
Psychiatric Patient Market Share 

Residents of SBH Proposed Service Area 

Discharges Market Share 

Destination Facility 2011 2012 2013 2011 2012 2013 

MSHA 

Woodridge Psychiatric Hospital 1,298 1,375 1,315 51.3% 53&% 52.0% 
Sycamore Shoals Hospital 75 87 52 3.0% 3.4% 2.1% 
Indian Path Medical Center 29 25 35 1.1% 1.0% 1.4% 
Johnson City Medical Center 33 44 24 1.3% 1.7% 0.9% 
Franklin Woods Community tlospital 1 1 0 0.0% 0.0% 0.0% 

MSHA Total 1,436 1,532 1,426 56.8% 59.9% 56.4% 

Wellmont 

Wellmont Bristol Regional Medical Center 549 588 609 21.7% 23.0% 24.1% 
Wellmont Holston Valley Medical Center 86 91 86 3.4% 3.6% 3.4% 
Wellmont Hawkins County Memorial Hospital 18 9 6 0.7% 0.4% 0.2% 

Wellmont Total 653 688 701 25.8% 26.9% 27.7% 

All Other 

Peninsula Hospital 200 262 296 7.9% 10.3% 11.7% 
Lakeshore Mental Health Institute 170 0 0 6.7% 0.0% 0.0% 
Takorna Regional Hospital 24 17 27 0.9% 0.7% 1.1% 
Parkridge Valley Child & Adolescent Campus 8 8 9 0.3% 0.3% 0.4% 
Vanderbilt University Hospitals 4 7 7 0.2% 0.3% 0.3% 

Other Facilities 26 26 16 1.3% 1.6% 2.4% 
All Other Total 439 336 400 17.4% 13.1% 15.8% 

TOTAL 2,528 2,556 2,527 100.0% 100.0% 100.0% 

Sources: Tennessee Department of Health, Hospital Discharge Data System (HODS), 2011-2013. 
Tennessee Department of Health Statistics, Joint Annual Reports, 2011-2013, for hospitals not reporting on HODS. 
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EXHIBIT 14 
Psychiatric Patient Market Share 

Residents of Alternate Service Area 

Discharges Market Share 

Destination Facility. 2011 2012 2013 2011 2012 na 
MSHA 

Woodridge Psychiatric Hospital 3&99 3,314 3,387 54.8% 57.0% 57.2% 

Sycamore Shoals Hospital 237 267 222 4.2% 4.6% 3.8% 

Johnson City Medical Center 234 267 203 4.1% 4.6% 3.4% 

Indian Path Medical Center 30 28 38 0.5% 0.5% 0.6% 

Franklin Woods Community Hospital 23 17 10 0.4% 0.3% 0.2% 

Unicoi County Memorial Hospital, Inc. 2 4 4 0.0% 0.1% 0.1% 

MSHA Total 3,625 3,897 3,864 64.1% 67.1% 65.3% 

Wellmont 
Wellmont Bristol Regional Medical Center 928 1,043 1,133 16.4% 17.9% 19.1% 

Wellmont Holston Valley Medical Center 95 95 90 1.7% 1.6% 1.5% 

Wellmont Hawkins County Memorial Hospital 18 9 6 0.3% 0.2% 0.1% 

Wellmont Total 1,041 1,147 1,229 18.4% 19.7% 20.8% 

All Other 

Peninsula Hospital 385 505 495 6.8% 8.7% 8.4% 

Lakeshore Mental Health Institute 349 0 0 6.2% 0.0% 0.0% 

Takoma Regional Hospital 142 141 129 2.5% 2.4% 2.2% 

Parkridge Valley Child & Adolescent Campus 18 21 23 0.3% 0.4% 0.4% 

Vanderbilt University Hospitals 11 12 20 0.2% 0.2% 0.3% 

Other Facilities 51 55 47 1.5% 1.5% 2.7% 

All Other Total 989 768 826 17.5% 13.2% 14.0% 

TOTAL 5,655 5,812 5,919 100.0% 100.0% 100.0% 

Sources: Tennessee Department of Health, Hospital Discharge Data System (HDDS), 2011-2013. 
Tennessee Department of Health Statistics, Joint Annual Reports, 2011-2013 for hospitals not reporting on HoDS. 
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EXHIBIT 15 
Utilization for Inpatient Psychiatric Services 

in Alternate Service Area 

Child/ Discharges ALOS Percent Occupancy 
Adolescent 

Facility Beds 2011 2012 2013 2011 2012 2013 2011 2012 2013 

Woodridge Psychiatric Hospital 12 319 325 367 5.8 6.0 6.8 42.2% 44.2% 56.8% 
TOTAL 12 319 325 367 5.8 6.0 6.8 42.2% 44.2% 56.8% 

Adult/65+ Discharges ALOS Percent Occupancy 

Facility Beds 2011 2012 2013 2011 2012 2013 2011 2012 2013 

Clearview 20 N/A N/A 708 N/A N/A 5.9 N/A N/A 57.6% 
Ridgeview1  28 823 855 947 4.8 4.9 6.1 38.9% 41.4% 49.6% 
Sycamore 12 260 282 313 12.6 12.0 10.7 74.8% 77.1% 76.5% 
Takoma Regional Hospital 16 187 218 207 9.6 10.2 10.0 30.8% 38.0% 35.6% 
Wellmont Bristol Regional Med Ctr 12 335 431 427 7.3 6.4 6.8 56.0% 62.7% 66.0% 
Woodridge Psychiatric Hospital 72 3,111 3.248 3,457 5.8 6.0 5.7 68.6% 73.8% 75.2% 
TOTAL' 160 4,716 5,034 6,059 6.2 6.4 6.3 50.6% 54.7% 63.6% 

Adult Subtotal2  118 4,021 4,248 5,187 5.7 5.8 5.8 53.3% 57.5% 67.5% 
65+ Subtotal 42 695 786 872 9.5 9.2 9.2 43.0% 47.0% 52.4% 

Total Discharges ALOS Percent Occupancy 

Facility Beds 2011 2012 2013 2011 2012 2013 2011 2012 2013 

Clearview 20 N/A N/A 708 N/A N/A 5.9 N/A N/A 57.6% 
Ridgeviewl  28 823 855 947 4.8 4.9 6.1 38.9% 41.4% 49.6% 
Sycamore 12 260 282 313 12.6 12.0 10.7 74.8% 77.1% 76.5% 
Takoma Regional Hospital 16 187 218 207 9.6 10.2 10.0 30.8% 38.0% 35.6% 
Wellmont Bristol Regional Med Ctr 12 335 431 427 7.3 6.4 6.8 56.0% 62.7% 66.0% 
Woodridge Psychiatric Hospital 84 3.430 3,573 3.824 5.8 6.0 5.8 64.8% 69.6% 72.5% 
TOTAL' 172 5,035 5,359 6,426 6.2 6.3 6.3 50.0% 54.0% 63.1% 

1  Ridgeview's 2013 occupancy based on 32-beds; however, Ridgeview's 2013 utilization for 28-beds would be 56.7%. 
2  2013 occupancy based on Ridgeview's 32-beds. Alternatively, 2013 occupancy would be 69.8% for Adults, 65.2% for Adult/65+ 
and 64.6% overall based on Ridgeview's 28-beds. 
Note: Cost report for WBRMC shows 44 psychiatric beds for 2013, including Ridgeview Pavilion. Previously WBRMC 

reported 40-beds (12 at WBRMC and 28 at Ridgeview). For purposes of this analysis, it is assumed that Ridgeview 
operated 4 additional beds in 2013, or a total of 32-beds. 

Source: Tennessee Department of Health Statistics, Joint Annual Reports, 2011-2013. 

25 

SBH-KINGSPORT 002688 SBH-KINGSPORT 002688



EXHIBIT 16 

Use Rate Comparison 
State and Select Tennessee Counties 

Discharges per 100,000 

2011 2012 2013 

Tennessee 903.9 958.3 938.6 

Sullivan 980.2 1,038.4 1,026.8 

Hawkins 824.0 729.8 782.2 

TN Portion of OH defined SA 938.9 956.5 961.9 

Washington 1,204.6 1,124.4 1,192.7 

Greene 816.3 782.9 748.3 

Carter 778.0 893.4 912.1 

Unicoi 761.5 1,164.1 878.1 

Additional TN Counties in Alt. SA 983.9 990.9 999.7 

TOTAL 6 TN COUNTIES IN ALT. SA  963.9 975.7 983.0 

Source: Tennessee Department of Health Statistics, Joint Annual Reports, 2011-2013. 
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EXHIBIT 17 
2013 Psychiatric Market Share by Payor 

Residents of SBH Proposed Service Area 

Blue Cross/ 

TennCare/ Indigent Commercial/ All 

Hospital Medicare Medicaid Charity Managed Care Self Pay Other 

Woodridge 

WBRMC 

Peninsula' 

Sycamore Shoals 

Takoma Regional 

Wellmont Holston Valley 

Indian Path Medical Center 

Johnson City Medical Center 

All Others 

41.6% 58.1% 79.3% 60.7% 2.8% 66.1% 

32.0% 23.6% 0.0% 20.9% 64.0% 17.9% 

6.8% 14.7% 20.7% 10.0% 11.3% 0.0% 

6.1% 0.2% 0.0% 0.0% 0.0% 1.8% 

3.3% 0,0% 0.0% 0.0% 0,0% 0.0% 

4.6% 1.3% 0.0% 5.2% 12.4% 0.0% 

2.9% 0.3% 0.0% 0.6% 3.9% 0.0% 

1.2% 0.2% 0.0% 1.2% 3.9% 3,6% 

1.6% 1.7% 0.0% 1.4% 1.7% 10.7% 

Notes; 1. Peninsula Hospital reported no cases as "indigent" in its HODS data, but reported a large number of cases in the 
"all other" category in 2012 and 2013. For the purposes of this analysis, the cases in "all other" are treated as 
"indigent." Peninsula, like Woodridge, has a state contract to care for indigent patients. 

2. A few hospitals, including the State Mental Health Institutes, do not report HODS data. 
Sources; Tennessee Department of Health, Hospital Discharge Data System (F1005), 2013. 
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EXHIBIT 18 

Psychiatric Market Share by Payor 
Residents of Alternate Service Area 

Hospital Medicare 

TennCare/ 

Medicaid 

Indigent/ 

Charity 

Blue Cross/ 

Commercial/ 

Managed Care Self Pay 

All 

Other 

Woodridge 44.3% 62.6% 86.7% 67.2% 4.4% 77.4% 

WBRMC 24.8% 20.7% 0.0% 17.2% 56.3% 6.9% 

Peninsula' 4.7% 12.4% 13.3% 5.6% 9.5% 0.0% 

Sycamore Shoals 10.1% 0.1% 0.0% 1.2% 2.3% 2.596 

Takoma Regional 6.5% 0.1% 0.0% 0.0% 0.0% 0.6% 

Wellmont Holston Valley 2.1% 0.6% 0.0% 2.3% 5.7% 0.0% 

Indian Path Medical Center 1.3% 0.1% 0.0% 0.2% 2.1% 0.0% 

Johnson City Medical Center 4.246 1.8% 0.0% 3.4% 16.796 3.1% 

All Others 2.0% 1.6% 0.0% 2.7% 3.1% 9.4% 

Notes: 1. Peninsula Hospital reported no cases as "indigent" in its HDDS data, but reported a large number of cases in the 
"all other' category in 2012 and 2013. For the purposes of this analysis, the cases in "all other" are treated as 
"indigent." Peninsula, like Woodridge, has a state contract to care for indigent patients. 

2. A few hospitals, including the State Mental Health Institutes, do not report HODS data. 
Sources: Tennessee Department of Health, Hospital Discharge Data System (HDDS), 2013. 
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EXHIBIT 19 

Woodridge Market Share of Cases by Payor 

SBH Proposed Service Area Alternate Service Area 

LSO  WPH Total 2013 WPH 2013 
Total 2013 WPH 2013 2013 SA Alternate SA WPH 2013 Alternate SA 

Payor Discharges Discharges Mkt. Share Discharges Discharges Mkt. Share 

Medicare 823 342 41.6% 1,949 863 44.3% 

TennCare/Medicaid 632 367 58.1% 1,354 847 62.6% 

Commercial 349 212 60.7% 815 548 67.2% 

Charity/Indigent 352 352 79.3 989 989 86.7% 

Self Pay 178 5 2.8% 389 17 4.4% 

All others 148 37 66.1% 309 123 77.4% 

TOTAL 2,482 1,315 53.0% 5,809 3,387 58.3% 

Source: Tennessee Department of Health, Hospital Discharge Data System (HDDS;, 2011-2013. Payor level patient origin data 
not available for nonreporting hospitals. 
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EXHIBIT 20 
SBH Projected Payor Mix and Cases by Payor 

Payor 

Percentage of 

Patient Days 
SIM - Kingsport 

Patient Pays based 

on Projected 
distribution 

Avg. Length 
of Stay Cases 

Cases 

Adjusted 

to 1,859 

Commercial 35% 5,985 7.6 788 769 

TennCare/Medicaid 38% 6,498 9.8 663 648 

Medicare 20% 3,420 12.2 280 274 

Charity/Indigent 5% 855 6.7 128 125 

Other 2% 342 7.7 44 43 

TOTAL 100% 17,100 9.2 1,903 1,859 

Notes 1. Patient Day distribution by payor from Response to MSHA's First Set of Interrogatories 811 (d) with assumption 
that 5% charity/indigent .= 5% self pay to tie to 100% of cases. 

2 AL05 based on 513H Response to MSHA's First Set of Interrogatories, #35. Commercial/HMO/PPO is average of 
commercial and HMO/PPO. Other was assumed to be same as HMO/PPO. 

3 Total cases from SBH Response to MSHA's First Set of Interrogatories, #25. 
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EXHIBIT 21 

Estimate of Cases Taken from 

Woodridge by SBH-Kingsport 

Assuming Payor Mix per SBH 

Payor 

SBH 
Projected 

Payor Mix' 

Projected 
YR 2 

Cases2  

WPH's Mkt 

Share of SA 

by Payor 

SA Cases 

Taken 
from 

WPII 

I WPH's Mkt. 
Share of 

Alternate SA 
by Payor 

Alternate SA 
Cases Taken 
from WPH 

Medicare 20% 372 41.6% 114 44.3% 121 

TennCare 38% 706 58.1% 376 62.6% 406 

Commercial 35% 651 60.7% 467 67.2% 517 

Indigent/Self pay 5% 93 79.3% 99 86.7% 108 

Other 2% 37 66.1% 28 77.4% 33 

TOTAL 100% 1,859 57.1% 1,084 62.0% 1,185 

From Response to MSHA's First Set of Interrogatories #11(d), with assumption that 5% charity/indigent = 5% self pay to tie to 
100% of cases. 
2  Payor distribution applied to total cases from Response to MSHA's First Set of Interrogatories #29. 
Source: Tennessee Department of Health, Hospital Discharge Data System (HDDS), 2011-2013. 
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EXHIBIT 22 
Woodridge Fixed and Variable Cost Allocation 

Variable Direct Salaries 

Variable Benefits from Ind 

Variable Direct Supplies 

Variable Direct Other 

Variable Indirect Salaries 

Variable Indirect Supplies /Other 

$ 3,695,833 

554,375 

452,694 

1,717,311 

726,948 

559,379 

TOTAL VARIABLE $ 7,706,540 45.1% 

Fixed Direct Other $ 1,434,905 

Fixed Indirect Salaries 1,914,642 

Fixed Indirect NonSalary/Other 1,473,296 

Direct Depreciation 20,483 

Fixed Direct Salaries 1,728,386 

Direct Professional Fees 99,570 

Indirect Depreciation/Interest 1,335,358 

Hospital supported clinic 1 372 646 

TOTAL FIXED $ 9,379,286 54.9% 

TOTAL EXPENSE $ 17,085,826 100.0% 

Sources: MSHA's TrendStar cost accounting data for FY 2014 and fixed and variable allocations based on DKC assumptions and 
discussions with MSHA staff. 
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EXHIBIT 23 
Woodridge FY 2014 Contribution Margin Per Case 

Contribution 
Payer Net Ravi se VarCest/Cas Margin/Case 

Medicare 1,060 $4,750 $2,422 $2,328 

TennCare/Medicaid 1,074 $2,763 $1,873 $891 

Commercial 672 $3,907 $1,724 $2,183 

Other/Self Pay 29 $2,322 $1,470 $851 

Indigent 1241 $222 $1,553 ($1,331) 

TOTAL 4,076 $2,691 $1,891 $801 

Sources: MSHA's TrendStar cost accounting data for FY 2014 and fixed and variable allocations based on DKC assumptions and 
discussions with MSHA staff. 
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EXHIBIT 24 

Estimated Financial Impact of SBH on Woodridge 

Scenario A.1: 
Assumes SBH Service Area and 5% Indigent Care 
Payor Woodridge Cases Lost Contribution per Case Lost Contribution Margin 

Medicare 114 $2,328 $265,344 

TennCare/Medicaid 376 $891 $334,839 

Commercial 467 $2,183 $1,019,438 

Other/Self Pay 28 $851 $23,839 

Indigent 99 $(1,331) $(131,762) 

TOTAL 1,084 $1,395 $1,511,699 

Scenario A.2: 
Assumes SBH Service Area and 0% Indigent Care 
Payor Woodridge Cases Lost Contribution per Case Lost Contribution Margin 

Medicare 123 $2,328 $286,292 

TennCare/Medicaid 407 $891 $362,445 

Commercial 495 $2,183 $1,080,561 

Other/Self Pay 31 $851 $26,393 

Indigent 0 $(1,331) $0 

TOTAL 1,056 $1,663 $1,755,692 

Scenario B.1: 
Assumes Alternate Service Area and 5% Indigent Care 
Payor Woodridge Cases Lost Contribution per Case Lost Contribution Margin 

Medicare 121 $2,328 $281,637 

TennCare/Medicaid 406 $891 $361,555 

Commercial 517 $2,183 $1,128,586 

Other/Self Pay 33 $851 $28,096 

Indigent 108 $(1,331) $(143,740) 

TOTAL 1,185 $1,395 $1,656,134 

Scenario 8.2: 
Assumes Alternate Service Area and 0% Indigent Care 
Payor Woodridge Cases Lost Contribution per Case Lost Contribution Margin 

Medicare 131 $2,328 $304,913 

TennCare/Medicaid 438 $891 $390,052 

Commercial 548 $2,183 $1,196,257 

Other/Self Pay 36 $851 $30,650 

Indigent 0 $(1,331) $0 
TOTAL 1,153 $1,663 $1,921,872 
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Undergraduate 

Medical School 

Residency 

Congressional 

Fellowship 

Sophie Davis School of Biomedical Education/ 
CUNY Medical School, New York, NY 

Accelerated Seven-Year B.S./M.D. Program 
B.S. Biomedical Sciences, 1998 
Dates Attended 08/93-06/98 

Dean's List for all academic semesters 

*In this accelerated program, the first 5 years comprise the 

undergraduate coursework plus the first two years of medical school. 
Upon completing the 5 years at Sophie Davis, all students complete the 
third and fourth years of medical school at the clinical site. I completed 

the 7-year program at Mount Sinai School of Medicine (see below). 

Mount Sinai School of Medicine, New York, NY 
M.D., 2000 

Dates Attended 07/98-05/00 

Zucker Hillside Hospital, LIJ Medical Center, Glen Oaks, NY 

General Psychiatry Residency 
Albert Einstein College of Medicine 
Dates Attended 07/00-06/04 

Chief Resident in the Third Year (Historical First in Program) 

Healthcare Legislative Fellow 

Office of U.S. Senator Jack Reed (D-RI), Washington, DC 
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Congressional appointment for the Jeanne Spurlock, MD 

Congessional Fellowship (01/04-06/04). Drafted the Campus Care 
and Counseling Act (5.2215/ H.R.3593). Passed Congress and 

signed into law by President Bush as part of the Garrett Lee Smith 
Memorial Act. Has provided $160 million to help develop suicide 

prevention programs for children and adolescents and to help 

expand mental health services on college campuses. 

Fellowship 

Business School 

Children's Hospital Boston, Boston, MA 
Child and Adolescent Psychiatry Fellowship 

Harvard Medical School 

Dates Attended 07/04-06/06 

University of Tennessee Haslam School of Business, Knoxville, TN 

Physician Executive MBA, 2012 

Class President 

Additional New York University Psychoanalytic Institute, New York, NY 

Training Fellowship in Psychoanalysis 
Dates Attended 07/02-06/03 
Completed Concurrently During Psychiatry Residency 

(Not an ACGME accredited fellowship) 

Licensure and Certification: 

Tennessee, License #MD45674, 2010 - Present (Active) 

Rhode Island, License #M012216, 2006 - Present (Inactive) 

Massachusetts, License #221535, 2004 - 2010 

(Chose not to renew — Inactive Status not available) 

New York, License #227261, 2003 — 2006 (Inactive) 

Diplomate, American Board of Psychiatry and Neurology 
Psychiatry, Certificate #56337, 2006, Recertification in 2016 

Diplomate, American Board of Psychiatry and Neurology 

Subspecialty Certification in Child and Adolescent Psychiatry 
Certificate #6360, 2007, Recertification in 2017 

National Board of Medical Examiners 

USMLE 1,2,3 Completed 2002 
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Academic Appointments: 

Associate Professor, 2010 - Present 

Department of Psychiatry 

Vanderbilt Medical School 

Assistant Professor, 2007 - 2010 

Department of Psychiatry & Human Behavior 
Brown Medical School 

Instructor, 2004 - 2006 

Department of Psychiatry 

Harvard Medical School 

Hospital Appointments: 

Vanderbilt University Medical Center, Nashville, TN 

03/10 - Present 

Positions held at VUMC: 

Regional Medical Director, Vanderbilt Health Affiliated Network 

7/14 - Present 

Executive Director and Chief Medical Officer, Vanderbilt 

Behavioral Health, 04/13 - Present 

Vice Chair for Clinical Affairs, 

Department of Psychiatry, 04/13 - Present 

Executive Medical Director, 03/10 — 03/13 

Chief-of-Staff, Vanderbilt Psychiatric Hospital, 03/10 - Present 

Bradley Hospital, East Providence, RI 

09/06 — 02/10 

Positions held at Bradley Hospital:  

Attending Psychiatrist, 09/06-06/07 

Associate Director, Adolescent Services, 06/07-08/07 

Director, Adolescent Services, 08/07 - 02/10 
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Academic positions held at Bradley Hospital: 

Site Training Director, 06/07 — 02/10 
Responsible for oversight of all academic activities at 

Bradley Hospital (function as Brown Medical School 
psychiatry clerkship site director and as associate training 

director for child psychiatry fellowship and triple board 

program) 

Rhode Island Hospital, Providence, RI 

Medical Staff 

09/06 — 02/10 
As part of position at Bradley Hospital; provide on-call coverage at 

Hasbro Children's Hospital and Rhode Island Hospital. 

Professional Organizations: 

American Psychiatric Association 

1999 - Present 

Committee Member 

APA Spurlock Congressional Fellowship 

Selection Committee 

2004-2008 

Board Member 

APA Political Action Committee 

2004 — 2010 

Committee Member 

Council on Advocacy and Public Policy 

2007 — 2009 

Area I Representative 
Council on Public Affairs 

American Psychiatric Association 

2008 — 2009 

APA Committee on Reimbursement for Psychiatric Care 

2011 - Present 

Chair 
APA Council on Healthcare Systems and Financing 

2013 — Present 
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APA Joint Reference Committee 

2013 - Present 

Board of Trustees Work Group on Healthcare Reform 

2014 - Present 

Indo-American Psychiatric Association 

2002 - Present 

American Medical Association 

2003 - Present 

House of Delegates Member 

2011 - Present 

American Academy of Child and Adolescent Psychiatry 

2003 — Present 

Tennessee Delegate to Assembly of Regional Organizations. 

2010-Present 

Committee Chair 

Committee on Healthcare, Access, and Economics 

2004-2013 

Committee Member 
AACAP Committee on Advocacy 

2005 - 2007 

State-Based Mental Health Advocacy Coalition 

AACAP Representative 

2006 - 2010 

Advocacy Liaison 
AACAP Department of Government Affairs 

2007 — 2010 

AACAP Assembly Representative to Council 

2012 - 2014 

American Association of Physicians of Indian Origin 

2004 - Present 

American Association of Directors of Psychiatric Residency Training 

2007 — 2010 
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Curriculum Committee 

Child and Adolescent Psychiatry Fellowship/Triple Board 
Brown Medical School 

2006 - 2010 

Clinical Clerkship Directors Committee 
Brown Medical School 

2007 - 2010 

Pharmacy and Therapeutics Committee 

Committee Chair 
Bradley Hospital 

2007 — 2010 

Clinical Services Governance Council Committee 
Department of Psychiatry, Vanderbilt Medical School 

2010 — Present 

Chair, 2013 - Present 

Health Record Executive Committee 

Vanderbilt University Medical Center 

2010 — 2012 

Medical Directors Forum 
Vanderbilt University Medical Center 

2010— Present 

Executive Medical Directors Committee 
Vanderbilt University Medical Center 

2010 — Present 

Medical Center Medical Board Executive Committee 

Vanderbilt University Medical Center 

2010 — Present 

VUMC Quality Steering Committee 

Vanderbilt University Medical Center 

2010 — Present 

Quality and Safety Council Committee 
Vanderbilt Psychiatric Hospital 

2010 — Present 

Administrative Leadership Committee 

Vanderbilt Psychiatric Hospital 

2010 — 2012 
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Residency Selection Committee 
Vanderbilt Psychiatric Hospital 

2010 — 2013 

Appointment and Promotions Committee 
Task Force on Developing Track Definitions 

Vanderbilt Department of Psychiatry 

2010 — 2011 

Patient Experience and Service Improvement Council Committee 
Vanderbilt University Medical Center 

2011 - 2013 

Luton Society Committee 

Vanderbilt Department of Psychiatry 

2011— Present 

Chair, Faculty Retreat Committee 
Vanderbilt Department of Psychiatry 

2011 — Present 

Vanderbilt Psychiatry Outpatient Strategic Planning Committee 

Vanderbilt Department of Psychiatry 

2011— 2012 

Leadership Council 

Vanderbilt University Department of Psychiatry 

2011- Present 

Liaison Committee on Medical Education (LCME) 

Medical Students — Student Services Subcommittee 

Vanderbilt University School of Medicine 
2012 - Present 

Vanderbilt Clinical Neurosciences Institute Board (VCNI) 

Vanderbilt University Medical Center 
2012 — 2013 

External Data Reporting Committee 
Vanderbilt University Medical Center 

2012 — Present 

Patient Experience Strategic Roadmap Planning 

Vanderbilt University Medical Center 

2013 
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Vanderbilt Medical Group Executive Committee 

Vanderbilt University Medical Center 

2013 — Present 

Rapid Cycle Work Redesign Committee 

Vanderbilt University Medical Center 

2013 — Present 

Vanderbilt ICD-10 Transition Steering Committee 

Vanderbilt University Medical Center 

2014 — Present 

Care Model Steering Committee 2.0 

Vanderbilt University Medical Center 

2014 - Present 

Meaningful Use II Rollout Committee 

Vanderbilt University Medical Center 

2014 - Present 

Clinical Health Information Management Operations Steering Group 
Vanderbilt University Medical Center 

2014 — Present 

Adult Enterprise Cabinet 
Vanderbilt University Medical Center 

2014 - Present 

Clinical Executive Enterprise Committee 
Vanderbilt University Medical Center 

2014 — Present 

Physician Leadership Council 
Vanderbilt Health Affiliated Network 

2014 — Present 

Behavioral Health PCC Executive Team 

2014 - Present 
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Extramural: 

Legislative Consultant 
Office of Advocacy, Children's Hospital, Boston 

2005 

Selected to draft a legislative critique of Scientology Bill 5.126 "An 

Act to Ensure Parents of Children Prescribed Psychotropic Drugs 
Receive Adequate Information," and develop a mental health 

coalition in opposition of bill. 

National Committee for Quality Assurance 
Centers for Medicare & Medicaid Services (CMS) 

2011 
Selected as one of 18 national experts to join Technical Expert 

Panel (TEP) to guide development of inpatient psychiatric quality 

measures. 

C & Y Crisis System Workgroup 
Tennessee Department of Mental Health and Substance Abuse Services 

2012 — 2014 

Mental Health American of Middle Tennessee 

MHAMT President's Cabinet 

2015 

Editorial Appointments and Ad Hoc Reviewing: 

Invited Reviewer for Book Review Section 

New England Journal of Medicine 

5/05-6/06 

Invited Peer Reviewer 

Journal of Clinical Psychiatry 

12/06 - Present 

Consulting Editor 
Child and Adolescent Psychiatric Clinics of North America 

2/07 — Present 

Dell ML Trivedi HK (eds) (2008), Ethics. Child and Adolescent 

Psychiatric Clinics of North America 17(1):1-244 

Rohde LA, Faraone SV, Trivedi HK (eds) (2008), Attention Deficit 

Hyperactivity Disorder. Child and Adolescent Psychiatric Clinics of 

North America 17(2):245-496 
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Henderson SW, Trivedi HK (eds) (2008), Refugee Mental Health. 
Child and Adolescent Psychiatric Clinics of North America 

17(3):497-712 

Posey DJ, McDougle CJ, Trivedi HK (eds) (2008), Treating Autism 

Spectrum Disorders. Child and Adolescent Psychiatric Clinics of 

North America 17(4):713-932 

Herpertz-Dahlmann B, Hebebrand J, Trivedi HK (eds) (2009), 

Eating Disorders and Obesity. Child and Adolescent Psychiatric 

Clinics of North America 18(1):1-256 

Hunt II, Dickstein DP, Trivedi HK (eds) (2009), Bipolar Disorder. 

Child and Adolescent Psychiatric Clinics of North America 

18(2):257-532 

Gleason MM, Schechter DS, Trivedi HK (eds) (2009), Infant and 

Early Childhood Mental Health. Child and Adolescent Psychiatric 

Clinics of North America 18(3):533-797 

Shatkin J, Ivanenko A, Trivedi HK (eds) (2009), Sleep Disorders. 

Child and Adolescent Psychiatric Clinics of North America 

18(4)g98-1041 

Houston M, Sarvet BD Trivedi HK (eds) (2010), Leadership and 

Management Core Competencies. Child and Adolescent 

Psychiatric Clinics of North America 19(1):1-182 

Fritsch SL, Trivedi HK (eds) (2010), Interface Between Pediatrics 

and Children's Mental Health. Child and Adolescent Psychiatric 

Clinics of North America 19(2):183-450 

Kaminer y, Trivedi HK (eds) (2010), Adolescent Substance Use 

Disorder. Child and Adolescent Psychiatric Clinics of North 

America 19(3):451-660 

loshi SV, Pumariega Al, Trivedi HK (eds) (2010), Cultural Issues in 

Pediatric Mental Health. Child and Adolescent Psychiatric Clinics 

of North America 19(4):661-896 

Grady B.1, Nelson E, Trivedi HK (eds) (2011), Telepsychiatry and 

Telemental Health. Child and Adolescent Psychiatric Clinics of 

North America 20(1):1-178 
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Peters TE, Freeman 1B, Trivedi HK (eds) (2011), Cognitive-

Behavioral Therapy in Youth. Child and Adolescent Psychiatric 
Clinics of North America 20(2):179-412 

Bernet W, Freeman, BW, Trivedi HK (eds) (2011), Forensic 

Psychiatry. Child and Adolescent Psychiatric Clinics of North 

America 20(3):413-600 

Pleak RR, Trivedi HK (eds) (2011), Cender Variant Children and 

Transgender Adolescents. Child and Adolescent Psychiatric Clinics 

of North America 20(4):601-804 

Bostic JO. Bagnell AL, Trivedi HK (eds) (2012), Evidence-Based 

School Psychiatry. Child and Adolescent Psychiatric Clinics of 

North America 21(1):1-216 

Goldman Si, Wren FJ, Trivedi HK (eds) (2012), Child and 

Adolescent Depression. Child and Adolescent Psychiatric Clinics of 
North America 21(2):217-456 

Rynn MA, Vidair HB, Blackford JU Trivedi, HK (eds) (2012) Anxiety 

Disorders. Child and Adolescent Psychiatric Clinics of North 
America 21(3):457-702 

Trivedi HK Chang KD (eds) (October 2012), Better and Safer 

Pharmacotherapy for Youth with Psychiatric Illness. Child and 

Adolescent Psychiatric Clinics of North America 21(4):703-992 

Ritvo RZ, Henderson SW, Trivedi HK (January 2013), 

Psychodynamic Approaches to Psychopathology, Vol. 1. Child and 
Adolescent Psychiatric Clinics of North America 22(1):1-148 

Palmer R, Nascimento LN, Fonagy P, Trivedi HK (eds) (April 2013), 

Psychodynamic Approaches to Psychotherapy, Vol. 2. Child and 

Adolescent Psychiatric Clinics of North America 22(2):149-374 

Simkin DR, Popper CW, Trivedi HK (July 2013), Alternative and 

Complementary Therapies for Children with Psychiatric Disorders, 

Part 1. Child and Adolescent Psychiatric Clinics of North America 

22(3):375-538 

Dvir Y, Frazier JA, Trivedi HK (eds) (October 2013), Psychosis in 

Youth. Child and Adolescent Psychiatric Clinics of North America 

22(4):539-768 
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Siegel M, King BH, Trivedi HK (January 2014), Acute Management 

of Autism Spectrum Disorders. Child and Adolescent Psychiatric 
Clinics of North Americo 23(1):1-166 

Cozza SJ, Cohen 1, Dougherty JG, Trivedi HK (eds) (April 2014), 

Disaster and Trauma. Child and Adolescent Psychiatric Clinics of 
North America 23(2):167-425 

Simkin DR, Popper CW, Trivedi HI( (July 2014), Alternative and 

Complementary Therapies for Children with Psychiatric Disorders. 

Child and Adolescent Psychiatric Clinics of North America 
23(3):426-686 

Faraone SV, Antshel KM, Trivedi HK (October 2014), ADHD: Non-

Pharmacologic Interventions. Child and Adolescent Psychiatric 
Clinics of North America 23(4):687-982 

Trivedi HK (January 2015), Top Topics in Child and Adolescent 

Psychiatry. Child and Adolescent Psychiatric Clinics of North 
America 24(1):1-210 

Peer Reviewer 
Journal of the American Academy of Child and Adolescent Psychiatry 

07/07 — Present 

Trivedi HK, Jackson AH (eds) (2010), Policy Paper for AACAP Work Group 

on Healthcare Access and Economics, Principles of Care for Treatment of 
Children and Adolescents with Mental Illnesses in Residential Treatment 
Center (www.aacap.org) 

Trivedi HK, Wick P (eds) (2014), Policy Paper, APA Position Statement on 

Prior Authorizations 

Publications and Presentations: 

Articles in Refereed Journals: 

Roesnner K, Trivedi H Gaur L, Howard D, Aversal, Cooper SM, Sigal LH, 

Budd RC (1998), Biased T-Cell Antigen Receptor Repertoire in Lyme 

Arthritis. Infection and Immunity 66(3):1092-1099 

Trivedi HK Mendelowitz Al, Fink M (2003), A Gilles de la Tourette's Form 

of Catatonia: Treatment with ECT. Journal of ECT19(2):115-117 
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Hunt ii, Barrett R, Grapentine WL, Ligouri G, Trivedi HK (2008), Exposure 

to Child and Adolescent Psychiatry for Medical Students: Are There 

Optimal "Teaching Perspectives"? Acad Psychiatry 32(5):357-61 

Trivedi HK (collaborator/committee chair) (2009), American Academy of 

Child and Adolescent Psychiatry Committee on Health Care Access and 
Economics Task Force on Mental Health. Improving mental health 

services in primary care: reducing administrative and financial barriers to 

access and collaboration. Pediatrics 123(4)1248-51 

Callahan SE, Frederickson AM, Trivedi H Lee A, Eugene MC, Shekher M, 

Weiskopf M, Allen-Dicker K, Dicker R, Fornari V, Correll CU (2009), 

Frequency and Correlates of Inappropriate Pediatric Psychiatric 

Emergency Room Visits../Clin Psychiatry 70(8):1164-77 

Munshi KM, Oken T, Guild DJ, Trivedi HK Wang BC, Ducharme P, 

Gonzales-Heydrich 1 (2010), The Use of Antiepileptic Drugs (AEDs) for the 

Treatment of Pediatric Aggression and. Mood Disorders. Pharmaceuticals 

3(9):2986-3004 

Books, Book Chapters, and Invited Articles: 

Trivedi HK Wang BC, Gonzalez-Heydrich 1 (2005), Antiepileptic Drugs 

(AEDs) in the Treatment of Aggression in Children and Adolescents. Child 

and Adolescent Psychopharmacology News 10(1):6-9 

Trivedi HK,  Beasley P1 (2006), Birth, Childhood, and Adolescence. In: 

Behavior and Medicine, Wedding D, Stuber M, eds. Seattle: Hogrefe and 

Huber, 31-46 

Beasley P1, Trivedi HK (2008), Depression and Physical Illness: A Guide to 

the Diagnosis and Treatment of Depressive Disorders in Medically III 

Children and Adolescents. In: Comprehensive Pediatric Hospital Medicine, 

Zaoutis LB, Chang VW, eds. New York: Saunders 

Trivedi HK,  KershnerJ (2009). Practical Child Psychiatry for Pediatrics and 

Primary Care. Boston: Hogrefe and Huber Publishers. 

Trivedi HK (2009), The Role of Pediatricians and Primary Care in 

Children's Mental Health. Brown Child and Adolescent Behavior 

Newsletter. 

Trivedi HK Peters T (2010), Birth, Childhood, and Adolescence. In: 

Behavior and Medicine, Wedding D, Stuber M, eds. Seattle: Hogrefe and 

Huber, 31-45 
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Trivedi HK Pattison NA, Baptista-Neto L (April 2010), Pediatric Medical 
Home: Foundations, Challenges, and Future Directions. Child and 
Adolescent Psychiatric Clinics of North America 19(2):183-197 

Trivedi HK, Pattison NA, Baptista-Neto L (August 2011), Pediatric Medical 

Home: Foundations, Challenges, and Future Directions. Pediatric Clinics 
of North America 58(4):787-801 

Trivedi HK (2011), To Look Great on the Outside: You Need to Start 

Taking Care of Yourself from the Inside. Ingram Content Group. 

Trivedi HK Stroeh 0 (2012), Appropriate and Judicious Use of 

Psychotropic Medication in Youth. Child and Adolescent Psychiatric 

Clinics of North America 21(4): 703-711 

Peters TE, Herman T, Patel N  Trivedi HK  (2014), Technology and 

Adolescent Behavioral Healthcare. In: Dewan NA, Luo JS, Lorenzi NM 

(eds), Mental Health Practice in a Digital World: A Clinicians Guide (In 

press) 

Clark N, Herman T, Regier D, Trivedi HK  (2104), Technology Tools 

supportive of DSM-V: An Overview. In: Dewan NA, Luo Js, Lorenzi NM 

(eds), Mental Health Practice in a Digital World: A Clinicians Guide (in 

press) 

Book Reviews: 

Trivedi HK (2006), Treating and Preventing Adolescent Mental Health 
Disorders: What we know and what we don't -A Research Agenda (Book 

Review). New England Journal of Medicine 352(21):2303 

Presentations at Scientific Meetings: 

Trivedi HK,  Eisenberg T, Le A, Correll CU. Characteristics and 

appropriateness of pediatric psychiatry emergency room visits. AACAP 

2003 Annual Meeting, Miami Beach, Florida, October 14-19, 2003 

Callahan E, Frederickson A, Trivedi HK Eugene MC, Le A, Eisenberg T, 

Shekher M, Weiskopf M, Dicker R, Correll CU. Characteristics and 

Appropriateness of Pediatric Psychiatric Emergency Visits. AACAP 2007 

Annual Meeting, Boston, MA, October 23-28, 2007. 

Callahan E, Frederickson A, Trivedi HK,  Eisenberg T, Dicker R, Correll CU. 

Suicidality and Hospitalization as Cause and Outcome of Pediatric 
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Psychiatric Emergency Room Visits. Annual New Clinical Drug Evaluation 
Unit (NCDEU) Meeting, Phoenix, AZ, May 27-30, 2008. 

Liu Y, Lorberg B, Benoit M, Axelson A, Jellinek M, Beresin E, 
Varley C, Schlozman 5, Prager L, Kishore A, Russell K, Mailutha K, Weder 

N, Alleyne 5, Tandon M, Berland D, P Ly, Heyneman E, Kolevzon A, Santos 

C, Stubbe D Trivedi HK, Patel D. Successful Transition to Practice. AACAP 

2010 Annual Meeting, New York, NY, October 25-30, 2010 (Have 
participated in 2011, 2012, and 2013 as well) 

Baptista-Neto L, Garcia A, Henderson S Trivedi HK. Emergency Child 

Psychiatry: An Update on Policies, Services and Practice. AACAP 2011 

Annual Meeting, Toronto, ON, Canada, October 18-23, 2011 

Trivedi HK Jackson AH, Kroeger K, Muszincki S. Healthcare Systems 

Reform: Where Do Child and Adolescent Psychiatrists Fit In the Future of 

Healthcare Delivery? AACAP 2011 Annual Meeting Town Hall 

Presentation, Toronto, ON, Canada, October 18-23, 2011 

Cheng K, DelBello M, Galanter C Trivedi HK. Pediatric Bipolar Disorder: 

Advances and Challenges in Diagnosis, Biomarkers, and Treatment 
Modalities. American Psychiatric Association 2011 Annual Meeting, 

Honolulu, HI, May 14-18, 2011. 

Trivedi HK Peters T, Franklin NY, Stroeh OM. Making it Work: Building a 

Collaborative, Multidisciplinary Team on a Child and Adolescent Inpatient 
Psychiatric Unit within a Medical Home Model, AACAP 2013 Annual 

Meeting, Orlando, FL, October 22-25, 2013. 

Trivedi HK Peters T, Franklin NY, Stroeh OM. Making it Work: Building a 
Collaborative, Multidisciplinary Team on a Child and Adolescent Inpatient 

Psychiatric Unit within a Medical Home Model, AACAP 2014 Annual 

Meeting, San Diego, CA, October 22-25, 2014. 

Trivedi HI< Houston M. Healthcare Systems Reform: What is the role of 

Child and Adolescent Psychiatrists in Population Health? AACAP 2014 

Annual Meeting Town Hall Presentation, San Diego, CA, October 18-23, 

2014 

Awards or Recognition for Professional Activities: 

National Institutes of Health: Research Apprenticeship Program Award, 

1993 
One of 12 recipients selected annually to engage in an intensive 

12-week research training program with advanced coursework in 

research design and biostatistics. 
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Mack Lipkin Broader Horizons International Research Fellowship, CUNY 

Medical School, 1997 
One of 6 recipients selected annually; Designed and implemented 
a knowledge and attitudes survey for pregnant women in 

Ahmedabad, India regarding the World Health Organization 

(WHO) Expanded Program of Immunization. 

Stanley Scholars Research Fellowship in Psychiatry, 2000 

One of 25 recipients selected annually to expose promising 
trainees to research careers in psychiatry. 

American Academy of Child and Adolescent Psychiatry Outstanding 

Resident Award, 2002 and 2003 
Selected as one of 20 national recipients of the Young Leaders 

Award. 

Indo-American Psychiatric Association 

Dr. Jyotsna Pandya Outstanding Resident Award, 2003 

One recipient selected nationally for excellence in the field of 

psychiatry. 

Jeanne Spurlock, MD Congressional Fellowship, 

American Psychiatric Foundation, 2003 

One recipient selected nationally to work on Capitol Hill 

developing federal health policy, particularly policy related to 

children and minorities during PGY IV year. 

Von L. Meyer Award, Children's Hospital Boston, 2005 
One of 5 recipients selected annually for the advancement of 

academic non-clinical skills. 

Farley Fund Fellowship, Children's Hospital Boston, 2005 
One of 15 recipients selected annually for excellence in clinical 

care, leadership, and patient advocacy. 

American Medical Association Foundation Leadership Award, 2005 
One of 21 nationally selected recipients for leadership skills in 

advocacy, community service and education. 

American Association of Directors of Psychiatric Residency Training 

George Ginsberg Fellowship Award, 2006 
One of 7 recipients selected nationally for excellence in education 

and teaching. 
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Best Doctors Inc. 
Named a "Best Doctor" for 2010, 2011, 2012 

University of Tennessee Haslam School of Business 

Outstanding Physician Leader of the Year, 2012 

Nashville Healthcare Council Fellows Program 

Finding innovative solutions for healthcare reform 
1 of 30 senior healthcare leaders chosen for prestigious program, 2015 

Teaching Activities: 

Medical School Courses: 

Course Title Required (R) or Elective (E) Student Contact Hours 

1. Evidence Based Medicine Required weekly lecture for Lecture: 1 hour weekly for 

for Medical Students Psychiatry Core Clerkship at duration of Psychiatry core 

Long Island Jewish Medical clerkship 

(2004, Albert Einstein Center. 

College of Medicine) Conference: 

* Created a new course to 

correspond to medical school Laboratory: Completion of 

pre-clinical EBM coursework EBM project — 1 on 1 

* Innovative format combining supervision of all medical 

didactic lectures and an EBM students in clerkship (variable 

project with hands-on practicum time commitment dependent 
(including formulating a 

question, conducting an EBM 

search, critically appraising the 

literature, and applying EBM 
knowledge to patient case). 

on student needs) 
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Course Title Required (R) or Elective (E) Student Contact Hours 

2. Question Based Review of 

General Psychiatry 

(2004, Albert Einstein 

College of Medicine) 

Required weekly class for all 

general psychiatry residents and 
clinical fellows at Long Island 

Jewish Medical Center. 

* Developed a seminar based 

upon trainees being pre-

assigned a subset of questions 

to look-up and reviewing 
answers the following week in 

conference format. Provided as 

preparation for house officer in 

service exams and professional 

board exam. 

Lecture: 

Conference: 1 hour weekly 

throughout the academic year 

Laboratory: 

3. Crash Course in Child and 

Adolescent Psychiatry 

(2005-2006, Harvard 

Medical School) 

Required orientation course for 
incoming Child and Adolescent 

Psychiatry fellows at Children's 

Hospital Boston. 

* Created a new course to 
provide a "crash course" to the 

essential knowledge necessary 

to safely and successfully begin 

treating children and 

adolescents with mental health 
problems. 

Lecture: 3 hours weekly for 

initial 4 weeks of fellowship 

Conference: 

Laboratory: 

4. Psychopharmacology 

Lecture Series: Anti- 

Epileptic Drugs in the 

Treatment of Aggression in 
Children and Adolescents 

(2005-2006, Harvard 

Medical School) 

Required psychopharmacology 
course for Child and Adolescent 

Psychiatry fellows at Children's 

Hospital Boston. 

Lecture: 1 hour 

Conference: 

Laboratory: 
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Course Title Required (R) or Elective (E) Student Contact Hours 

5. Normal Child and 
Adolescent Development: 
Developmentally Informed 
Management of Common 
Medical Problems 

(2006— 2010, Alpert 

Medical School of Brown 

University) 

Required lecture for Psychiatry 

Core Clerkship. 

* Innovative format of teaching 
development in an integrated 

chronological method utilizing 

clinical cases, video clips, and 
handouts. 

Lecture: 1 hour every sixth 
week 

Conference: 

Laboratory: 

6. Boot Camp in Child and 
Adolescent Psychiatry 

(2006 — 2010, Alpert 
Medical School of Brown 

University) 

Required orientation course for 

incoming Child and Adolescent 
Psychiatry fellows and Triple 

Board residents at Bradley 

Hospital. 

* Revamped an existing course 

(based on prior work at 

Children's Hospital Boston) to 

provide a "bootcamp" to the 
essential knowledge necessary 

to safely and successfully begin 

treating children and 

adolescents with mental health 

problems. 

Lecture: 3 hours weekly for 10 

weeks 

Conference: 

Laboratory: 

7. Clinical Interviewing Course 

(2006 - 2010, Alpert 

Medical School of Brown 

University) 

Required weekly interviewing 

course for all Child and 
Adolescent Psychiatry fellows, 

Triple Board residents, general 

psychiatry residents, and 

medical students at Bradley 

Hospital. 

* Innovative format of 

alternating child, adolescent and 
family assessment interviews 

observed in vivo through closed 
circuit TV with built-in didactic 

and practicum sessions. 

Lecture: 

Conference: 1.5 hours weekly 

throughout academic year 

Laboratory: 

- 20 - 

SBH-KINGSPORT 002716 SBH-KINGSPORT 002716



Course Title Required (R) or Elective (E) Student Contact Hours 

8. Journal Club 

(2006 - 2010, Alpert 

Medical School of Brown 

University) 

Required monthly journal club 

for all Child and Adolescent 

Psychiatry fellows and Triple 

Board residents. 

Lecture: 

Conference: 1.5 hours monthly 

throughout academic year 

Laboratory: 

9. Evidence Based Medicine 

(2007-2009, Alpert Medical 

School of Brown University) 

Required weekly lecture for 

PGY-I and PGY-II residents in 

General Psychiatry Residency 

Training Program. 

* Innovative format combining 

didactic lectures and an EBM 

project with hands-on practicum 
(including formulating a 

question, conducting an EBM 

search, critically appraising the 

literature, and applying EBM 

knowledge to patient case). 

* Required as a core 
introductory course before 

residents progress to Journal 

Club in PGY-III and PGY-IV years. 

Lecture: 2 hours weekly for 8 
months of academic year 

(shared with co-instructor) 

Conference: 

Laboratory: Each trainee 

completes an EBM project on a 
rotating basis — providing 1 on 

1 supervision of offline EBM 

process (variable time 

commitment dependent on 

student needs) 

10. Child and Adolescent 
Development: Adolescent 

Development 

(2007 - 2010, Alpert 

Medical School of Brown 

University) 

Required lecture for general 

psychiatry residents. 

Lecture: 1 hour annually 

Conference: 

Laboratory: 

11. Mood Disorders Module: 
Evidence-Based Treatments 

for Pediatric Depressive 

Disorders 

(2007 - 2010, Alpert 

Medical School of Brown 

University) 

Required lecture for Child 

Psychiatry residents and Triple 

Board residents. 

Lecture: 1 hour annually 

Conference: 

Laboratory: 
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Course Title Required (R) or Elective (E) Student Contact Hours 

12. Child and Adolescent 
Psychopharmacology 

(2007 - 2010, Alpert 

Medical School of Brown 

University) 

Required lecture for child track 

psychology interns. 

Lecture: 2 hours annually 

Conference: 

Laboratory: 

13. Anxiety Disorders Module 

(2007 - 2010, Alpert 
Medical School of Brown 

University) 

Required lecture series for Child 

Psychiatry residents and Triple 

Board residents. 

*Module leader responsible for 

organizing lecture topics and 

assigning faculty lecturers. 

Lecture: 6 hours annually 

Conference: 

Laboratory: 

14. Psychotic Disorders 
Module 

(2007 - 2010, Alpert 
Medical School of Brown 

University) 

Required lecture series for Child 

Psychiatry residents and Triple 

Board residents. 

*Module leader responsible for 

organizing lecture topics and 

assigning faculty lecturers. 

Lecture: 3 hours annually 

Conference: 

Laboratory: 

15. Child and Adolescent 
Psychiatry Orientation 

(July 2010 - Vanderbilt 

Medical School) 

Required orientation course for 

incoming Child and Adolescent 

Psychiatry fellows. 

* Revamped an existing course 

(based on prior work at 
Children's Hospital Boston and 

Bradley Hospital) to provide an 

orientation to the essential 
knowledge necessary to safely 

and successfully begin treating 
children and adolescents with 

mental health problems. 

Lecture: 15 hours during a.3 

week course. 

Conference: 

Laboratory: 
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Course Title Required (R) or Elective (E) Student Contact Hours 

16. Advocacy and Public Policy 

Seminar 

(2010- Present, Vanderbilt 

Medical School) 

Required lecture series for Child 

Psychiatry residents. 

*Course organizer and lecturer. 

Innovative format combining 

didactics, guest speakers (who 
run major child-serving systems 

in Middle Tennessee). 

Lecture: 8 hours 

Conference: 

Laboratory: 

17. Mental Health Intersession 

(2010 — Present, Vanderbilt 

Medical School) 

Required lecture for all first year 

Vanderbilt medical students. 

From Cell to Child: Intersection 

of Cell Biology, 
Pharmacogenomics, and Human 

Development. 

Lecture: 3 hours 

Conference: 

Laboratory: 

18. Case Conference 

(2010— Present, 

Vanderbilt Medical School) 

Required Clinical Case 
Conference for all faculty, 

trainees, and medical students 

in the Department of Psychiatry. 

Lecture: 

Conference: 8 hours 

Primary Discussant: Six times 

annually 

19. Overview of C/A 

Psychopharmacology for 
General Psychiatry 

Residents 

(2010 — Present, Vanderbilt 

Medical School) 

Required lecture for general 

psychiatry residents. 

Lecture: 

Conference: 1 hour 

Laboratory: 

20. VMS II Brain and Behavior 

Small Group Sessions 

(2011— Present, 

Vanderbilt Medical School) 

Required group session for 

Vanderbilt Medical Students to 
practice patient interviewing. 

Lecture: 6 hours 

Conference: 

Laboratory: 

21. Clinical Skills Assessment 

(2011— Present, 
Vanderbilt Medical School) 

Required board examination for 

child psychiatry fellows. 

Lecture: 20 hours 

Conference: 

Laboratory: 
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Course Title Required (R) or Elective (E) Student Contact Hours 

22. Objective Structured 
Teaching Examination 

(OSTE) for Generalist 

Resident Physicians 

(2011— Present, 

Vanderbilt Medical School) 

Required OSTE for general 

psychiatry residents. 

Lecture: 6 hours 

Conference: 

Laboratory: 

23. Child and Adolescent 

Psychiatry Orientation 

(July 2011- Present, 

Vanderbilt Medical School) 

Required orientation course for 

incoming Child and Adolescent 

Psychiatry fellows. 

Lecture: 15 hours during a 3 

week course 

Conference: 

Laboratory: 

24. General Psychiatry Lecture 

Series 

(2011 - Present, Vanderbilt 

Medical School) 

Required lecture for all first year 

Vanderbilt Psychiatry Residents. 

Lecture topics included: 

• Standards of Professional 

Conduct 

• Introduction to Acute and 

Urgent Care-Commitments 

• Seclusion-Restraints and 

Assessment of Capacity. 

Lecture: 1 hour 

Conference: 

Laboratory: 

25. Child & Adolescent 

Seminars 

(2011 — Present, Vanderbilt 

Medical School) 

Required lecture for general 

psychiatry residents. 

• Policy — QA/QI Exercise 

• Mood Stabilizers and 

Aggression 

• Outpatient— Management of 
psychotic patient discharged 

from inpatient 

Lecture: 4 hours 

Conference: 

Laboratory: 

26. Psychopharmacology 
Lecture Series 

(2011 - Present, Vanderbilt 

Medical School) 

Required lecture for second 

year psychiatry residents. 

• Psychopharmacology — 

Special Considerations in CA 

Psychiatry 

• Psychopharmacology — Mood 

Stabilizers — Side 

• Effects / Contraindication / 

Monitoring 

Lecture: 2 hours 

Conference: 

Laboratory: 
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Course Title Required (R) or Elective (6) Student Contact Hours 

27. Introduction to Managed 

Care 

(2012 - Vanderbilt Medical 

School) 

Required lecture for fourth year 

psychiatry residents. 

Lecture: 1 hour 

Conference: 

Laboratory: 

28. Managed Care-Hospital 

Issues 
(2011- Present, Vanderbilt 

Medical School) 

Required lecture for fourth year 

psychiatry residents. 

Lecture: 1 hour 

Conference: 

Laboratory: 

29. Networking and Attending 

Meetings 

(2012 - Vanderbilt Medical 

School) 

Required lecture for fourth year 

psychiatry residents. 

Lecture: 1 hour 

Conference: 

Laboratory: 

Undergraduate Courses: 

1. Vanderbilt Faculty Required for all incoming Lecture: 

VUcepter freshmen. 
Conference: 

(2011 — 2014, Vanderbilt 

University) Laboratory: 40 hours 

Continuing Education: 

Program Role: 
Organizer (0) or Lecturer (0 

Number of Hours 

1. Capitol Hill Visits Made Easy 

(Workshop at American Academy of 

Child and Adolescent Psychiatry 2004 

Annual Meeting) 

Organizer and Lecturer 3 hours 

2. Grassroots Advocacy for 

Psychiatrists 

(Workshop at American Psychiatric 

Association 2006 Annual Meeting) 

Organizer and Lecturer 3 hours 
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Program Role: 
Organizer (0) or Lecturer (L) 

Number of Hours 

3. How Child and Adolescent 
Psychiatrists Can Affect Policy 
Change 

(Workshop at American Academy of 

Child and Adolescent Psychiatry 2006 

Annual Meeting) 

Organizer and Lecturer 3 hours 

4. Advocacy in Child and Adolescent 
Psychiatry: Experiences from the 
Bedside to Capitol Hill 

(2006 - Grand Rounds Presentation 

at Division of Child and Adolescent 

Psychiatry, Long Island Jewish 

Medical Center, Glen Oaks, NY) 

Lecturer 1 hour 

5. Advocacy in Child and Adolescent 
Psychiatry: Experiences from the 
Bedside to Capitol Hill 

(2007 - Multi-Disciplinary Teaching 

Rounds, New York University Child 

Study Center, New York, NY) 

Lecturer 2 hours 

6. Practical Child and Adolescent 
Psychiatry: Diagnosing and Treating 
Adolescent Depression in Primary 
Care 

(2008- Pediatrics Grand Rounds, 

Winthrop University Hospital, 

Mineola, NY) 

Lecturer 1 hour 

7. Teaching Tools for the Clinical 
Setting: Evidence-Based Medicine 

(2008 - Brown Faculty Development 

Workshop) 

Lecturer 3 hours 
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Program Role: 

Organizer (0) or Lecturer (L) 
Number of Hours 

8. Understanding Medications for 

Behavioral and Emotional Problems 

in Adolescents 

(2008- Rhode Island Coalition 

Against Domestic Violence, 

Providence, RI) 

Lecturer 2 hours 

9. Typical Anti-Psychotics in Child and 

Adolescent Psychiatry 

(2009 — Bradley Hospital/URI Nursing 

School Psychopharmacology Course) 

Lecturer 1.5 hours 

10. Mental Health Advocacy Training 

(Workshop at American Academy of 

Child and Adolescent Psychiatry 2010 

Annual Meeting) 

Organizer and Lecturer 2 hours 

U. Health Care Systems Reform and 

Mental Health Parity 

(Workshop at American Academy of 

Child and Adolescent Psychiatry 2010 

Annual Meeting) 

Town hall meeting with all 
members of professional 

organization. 

Organizer and Lecturer 

2 hours 

12. Successful Transition to Practice 

(Workshop at American Academy of 

Child and Adolescent Psychiatry 2010 
Annual Meeting) 

Lecturer 

Rated 9.68/10 by workshop 

participants; Dr. Trivedi 

selected as "most effective 
presenter" 

3 hours 

13. Antidepressant Update 

(2010 — Meharry Medical School, 

Nashville, Tennessee) 

Lecturer 1 hour 
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Program Role: 

Organizer (0) or Lecturer (L) 

Number of Hours 

14. Managing Medically Ill Patients at 

Vanderbilt Psychiatric Hospital 

(2010 — Mortality, Morbidity, and 

Improvement Conference for 

Department of Psychiatry, Vanderbilt 

Medical School) 

Organizer and Lecturer 1 hour 

15. Suicide and Violence Risk 

Assessment at VPH: An Interactive 

Introduction to a More Standardized 

Approach 

(2011— Mortality, Morbidity, and 

Improvement Conference for 

Department of Psychiatry, Vanderbilt 

Medical School) 

Lecturer 1 hour 

16. Reflections of VPH Chief Resident: 

Managing System Change at 
Vanderbilt Psychiatric Hospital 

(2011- Vanderbilt Medical School) 

Required lecture for general 

psychiatry residents. 

1 hour 

17. Successful Transition to Practice 

(Workshop at American Academy of 

Child and Adolescent Psychiatry 2011 

Annual Meeting) 

Lecturer 3 hours 

18. Child/Adolescent Psychiatry 

Inpatient Care 

(2011 — Vanderbilt Psychiatric 

Hospital Child and Adolescent 

Nursing Course) 

Lecturer 

• Common Diagnoses in C/A 

Psychiatry 

• Common Medications, 

Classes, and Concerns 

2 hours 

19. Administrative Psychiatry 

Mentorship 

(2011-2012 — Vanderbilt Department 

of Psychiatry) 

Organizer and Lecturer 20 hours 

- 28 - 
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Program Role: 
Organizer (0) or Lecturer (L) 

Number of Hours 

20. April Fest 

(2012 — Vanderbilt Nurse Residency 

Program) 

Lecturer 

"Meeting the needs of the 
whole child. 

2 hours 

Clinical Teaching: 

Outpatient CORE Supervisor 

(2006 — 2010, Outpatient Department at 

Bradley Hospital) 

Weekly supervision of first year Child and Adolescent 

Psychiatry residents of their outpatient caseload. 

Inpatient Rotation Clinical Supervisor 

(2006 - 2010, Adolescent Inpatient Unit at 

Bradley Hospital) 

Daily supervision of first year Child and Adolescent 
Psychiatry residents and Triple Board residents of their 

inpatient caseload. 

Inpatient Rotation Clinical Supervisor 

(2006 - 2010, Adolescent Inpatient Unit at 

Bradley Hospital) 

Daily supervision of medical students during their core 

psychiatry clerkship. 

Inpatient Clinical Supervisor 

(2010 — Present 
Vanderbilt Psychiatric Hospital) 

Daily supervision of fellows, residents, and medical 

students during their inpatient psychiatry rotations. 

Research Supervision: 

Name 
Status Dates 

Did work in result 

publication(s)? 

1. Emily Katz, MD, FAAP Resident 7/07- 6/08 Yes 

2. Elizabeth Kowal, MD Resident 7/07- 6/08 Yes 

3. Gina Liguori, BS Psychology Assistant 7/07- 6/08 Yes 

4. Elizabeth Lowenhaupt, MD Resident 7/07- 6/08 Yes 

5. Gary Maslow, MD Resident 7/07- 6/08 Yes 

6. Tracy Mullare, MD Resident 7/07- 6/08 Yes 
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Name 
Status Dates 

Did work result 

in 

publication(s)? 

7. Todd Peters, MD Resident 7/09— 7/10 Yes 

8. Sherri Sharp, MD Resident 7/07- 6/08 Yes 

9. Heather Shibley, MD Resident 7/08 — 6/09 No 

10. Matthew Siegel, MD Resident 7/07- 6/08 Yes 

11. Bradley Freeman, MD Faculty 3/10 — 6/12 Yes 

12. Mike Fuller, MD Chief Resident 7/10 — 6/11 No 

13. Jonathan Becker, DO Chief Resident 1/11 — 6/12 No 

14. Todd Peters, MD Faculty 10/11 - Present Yes 

15. Oliver Stroeh, MD Faculty 12/11 — 3/13 Yes 

16. Jo Ellen Wilson, MD Chief Resident 7/12 — 6/13 No 

17. Nathaniel Clark, MD Faculty 6/13 — Present Yes 

18. Theresa Herman, MD Staff 6/13 — Present Yes 

Other Significant Activities: 

AACAP Annual Meeting Mentoring Program 

2007-Present 
Selected nationally for role as mentor during AACAP Annual Meeting 

Mentoring Program. Mentored 10 medical students and general 
psychiatry trainees annually about considering future careers in Child and 

Adolescent Psychiatry. 

Mock Board Examiner 

2006-2010 
Faculty mock board examiner for Brown Child and Adolescent Psychiatry 

and Triple Board residents. Facilitate mock board exams for recent 

graduates taking ABPN board exams for board certification. 

Brown Klingenstien Third Generation Grant Mentor 

2007- 2010 
Volunteer role as mentor to a first or second year Brown medical student 

considering a future career in Child and Adolescent Psychiatry. 

Mock Board Examiner 

2010 -Present 
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Faculty mock board examiner for Vanderbilt Child and Adolescent 
Psychiatry residents and fellows. Facilitate mock board exams for recent 

graduates taking ABPN board exams for board certification. 

Keynote Speaker for Mental Health Association of Middle Tennessee 

2010 Annual Meeting 
"Disaster Recovery for Flood Victims: Meeting the Mental Health Needs 

of Our Community" 

National Alliance on Mental Illness: Research Advances and Hope for the 

Future — Including Children's issues 
2011 State Convention — Nashville, TN 

Plenary session speaker 

Tennessee Suicide Prevention Network 

2011 Suicide Prevention Awareness Day Keynote Speaker 

2012 Suicide Prevention Awareness Day Keynote Speaker 

WoodRidge Behavioral Care 
2011 Regional Conference — Nashville, TN 

Guest speaker 

Vanderbilt Volunteer Services 
2014 Presenter: "What's New in Psychiatry" 

Wisconsin Psychiatric Association 
2014 Presenter — Regional Conference — Kohler, WI 

• "Psychiatry and Healthcare Reform / Vanderbilt's Model" 

• "Future Models of Psychiatric Care" 

Television, Print, Internet and Radio Interviews: 

New England Psychologist — "Study: Suicides increase after 'black box' warn 

issued" 
2007 Interviewed and published in the November 2007 Issue as a "Leading 

Story" 

The Tennessean —"Al, Tipper split reflects growing trend among baby 

boomers" 
2010 Interview Topic: More long-term marriages end - Hurt and healing 

June 3, 2010 

AACAP's Early Career Psychiatrist (ECP) for Advocacy — Website 

2011 Selected to participate in the development of the ECP website. 
Submitted a bio on how to be more involved in patient advocacy. 
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Vanderbilt School of Medicine "Ask a Psychiatrist Forum" 
2011 Selected as one of seven psychiatrists to partner with the Student 

Wellness Program and answer questions through an anonymous online 
forum through the Vanderbilt School of Medicine website. 

Nashville Public Television Reports — "Children's Health Crisis Mental Health" 
2011 Interviewed and televised on NPTJune 29, 2011. 

The Tennessean — "Recovery from Nashville flood comes slowly for Bordeaux 
community" 
2011 Interview Topic: 2010 May Flood in Nashville, Tennessee 

The Pitt News — "Investigation into Western Psych shooting to result in security 
changes" 
2012 Interview Topic: Shooting at UPMC Western Psychiatric Institute and 

Clinic that left two dead and seven injured — Pittsburgh, Pennsylvania 

ABC — "Girl with Flesh-Eating Disease Faces 'Horror,' Depression" 
2012 Interviewed and televised on ABC Good Morning America, May 15, 2012 

ABC — "Domestic Violence / Why would a victim of domestic violence cover it 
up?" Interviewed on July 3, 2012 

Tennessee Voices for Children — "Lasting Change: Children's Mental Health" 
2012 Interviewed for a documentary film on July 10, 2012. Scheduled to be 

completed in 2013. 

NBC — "Bipolar Missing Millionaire's GPS Data Released" 
2012 Interviewed and televised on National NBC on July 12, 2012 

The Tennessean — "Spinal Tap Patients Worry About Fungal Meningitis" 
2012 Interviewed on October 8, 2012 

NewsChannel 5 — "Runners Begin Processing What Happened At The Boston 
Marathon" 2013 Interviewed and televised on April 17, 2013 

Entertainment Tonight — "How Verbal Violence (Bullying) Impacts Other 
Emotionally" 2014 Interviewed on August 4, 2014 

NPR Here & Now — "After Robin William's Death, a Look at Depression" 
Interviewed and aired on August 12, 2014 

Reuters — "Psychiatric Appointments Scare in Major U.S. Cities" Interviewed 
and published on October 17, 2014 
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From Sullivan Report Ex. 24A 

Table 105. Inpatient private, not-for-profit, and for-profit psychiatric beds, by 
facility ownership status and state: number and number per 100,000 adults, United 
States, FY 2007 
[Data are based on a survey of hosp talc] 

State 

FY 2007 
adult 

population 
(1,000,) 

Beds in private, not- 
for-profit hospitals 

Beds in private, for- 
profit hospitals 

Beds in all private 
hospitals 

Number 
Number 

per 100,000 
adults 

Number 
Number 

per 100,000 
adults 

Number 
Number 

per 100,000 
adults 

United States 227,240 34,133 1 15.0 17,920 7.9 52,053 22.9 

Alabama 3,510 _... ..... _. 107 3.0 584 16.6 691 19.7 

Alaska 500 49 9.8 74 14.8 123 24.6 

Arizona 4,674 370 7.9 85 1.8 _ 455 9.7 

Arkansas 
- 

7,139 
-- 

481 
- • 

22.5 _ 348 16.3 ... _ 829 38.8 

California 26,799 2,070 7.7 1,815 6.8 3,885 14.5 

Colorado .__ 3,647 300 8.2 140 3.8 440 12.1 

_ Connecticut 2,666 810 30.4 0 0.0 _ 810 30.4 

Delaware 659 45 6.8 92 14.0 137 .... 20.8 

District of 472 131 27.7 104 22.0 235 49.8 
Columbia 

Florida 14,196 1,235 8.7 1,261 8.9 2,496 17.6 

Georgia 6,997 610 8.7 462 6.6 1,072 15.3 

Hawaii 986 151 15.3 0 0.0 151 15.3 

Idaho 1,090_ 70 6.4 237 213 _ 307 28.2 

Illinois 9,585 1,892 ... _ 19.7 649 6.8 2,541 26.5 

Indiana 4.754  886 18.6 386 8.1 1,272 26.8 

Iowa 2,267 542 _ . 23.9 0 0.0 542 _ 23.9 

Kansas 2,076 337 16.2 0 0.0 337 16.2 

Kentucky 3,245 695 21.4 463 14.3 1,158 35.7 

_._ Louisiana 3,273 188 5.7 675 20.6 863 26.4 

Maine 1,037 359 34.6 0 0.0 359 34.6 

Maryland 4,267 1,157 
- 

27.1 25 0.6 1,182 ._.. 27.7 

.... Massachusetts 5,051 1,300 25.7 598 11.8 1,898 37.6 

Michigan 7,605 1,625 21.4 307 4.0 1,932 25.4 

Minnesota 3,926 
------ 

581 
- 

14.8 0 _ 0.0 581 14.8 

_Mississippi 2,155 148 6.9 568 . _ 26.4 _ 716 _ 33.2 

Missouri 4,475 983 22.0 702 15.7 1,685 _ 37.7 ._. ... _ 
Montana _... 737 92 12.5 0 0.0 92 12.5 

Nebraska 1,323 259 19.6 .__ 0 0.0 259 19.6 

Nevada 1,900 18 0.9 257 13.5 275 14.5 

New Hampshire 1,018 182 17.9 84 8.2 266 26.1 

New Jersey 6,566 1,747 26.6 210 3.2 1,957 29.8 

New Mexico 1,464 10 0.7 302 20.6 312 21.3 

(con finued7 
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Any mental 
health treatment 

No mental illness 

Prescription medication 
for mental health 

a Mental illness with 
mild impairment 

Any outpatient mental 
health treatment 

Mental illness with 
moderate impairment 

Any inpatient mental 
health treatment 

a Mental illness with 
serious impairment 

From Sullivan Report Ex. 24A 

Figure 4-1. Past year mental health treatment types among adults, by past year 
mental health status and level of impairment: 2011 

SOURCE: National Survey on Drug Use and Health, 2011 (revised May 2013), Substance Abuse and Mental Health 
Services Administration, Center for Behavioral Health Statistics and Quality. See Appendix Table A-10 for detailed 

source information. 

people reported that they do not know where 
to get treatment, think they can handle the 
substance use problem on their own, find 
treatment inconvenient/lack transportation, 
or do not think they have time to seek care. 

4.1.3 Amount and Adequacy of Treatment 

According to the NCS-R, adults with mental 
health disorders who receive treatment 
average about four visits to treatment 
per year. Those who receive treatment in 
specialized mental health care settings (e.g., 
from a psychologist) generally have more 
visits than those treated in general medical 
settings (e.g., from a primary care doctor) 
(Wang et al., 2005b). People treated for 
substance use disorders average six visits per 
year, with those receiving care in a specialty 
setting (e.g., substance abuse treatment  

center) averaging more visits per year than 
those receiving care in a general medical 
setting (e.g., primary care practice). 

The available data suggest that most 
mental health or substance abuse treatment 
does not meet guidelines to be minimally 
adequate.' Adequate treatment in the NCS-R 
is defined as receiving certain amounts 
of medication or treatment according to 

The NCS-R defined minimally adequate treatment 
as receiving either pharmacotherapy (z2 months 
of an appropriate medication for the mental health 
disorder plus >4 visits to any type of physician) 
or psychotherapy (a visits with any health care 
or human services professional lasting an average 
of 00 minutes), based on available evidence-
based guidelines from organizations such as the 
American Psychiatric Association (1998, 2000, 
2002, 2004), the Agency for Healthcare Research 
and Quality (formerly known as the Agency for 
Health Care Policy and Research) (1993), and the 
National Committee for Quality Assurance (1997). 

°fia 7/3 0(15 
3 2120 
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Randall E. Jessee, Ph.D. 
Senior Vice President of Specialty Services, Frontier Health 

piala  EXHIBIT 
-310 7/44 

1311-Likssair 

Randall E. Jessee, Ph.D., spent more than 34 years at the forefront of developing, 
providing and ensuring people have crisis, substance addiction, prevention, and mental 
health services in Northeast Tennessee, Southwest Virginia and through advocacy and 
leadership in Tennessee and Virginia, and also through leadership of a multi-state 
organization, Coalition of Appalachian Substance Abuse Policy, into Kentucky, Ohio and 
West Virginia, working to develop a concerted, focused, and substantial effort of 
agencies and institutions already affected to address the threat substance abuse presents to 
public safety, economic well-being, and quality of life. He is also chair of the Tennessee 
Co-Occurring Disorders Collaborative and chair of the Tennessee Department of Mental 
Health Licensure Review Panel. 

As a pioneer and champion of co-occurring and crisis services, Dr. Jessee is Senior Vice 
President of Frontier Health's Specialty Services including Magnolia Ridge 
Detoxification and Residential A&D Treatment Center and Willow Ridge Women's 
Residential A&D Treatment Center; 24/7 Mobile Crisis Response; the Crisis Stabilization 
Unit; Community Justice and Recovery Court Programs; the CALM Walk-In Center 
Respite Services; SAFE House Domestic Violence Shelter; and HOPE for Tennessee's 
HIV/AID prevention program. 

Under Dr. Jessee' leadership of the TAMHO Addictions and Co-Occurring Disorders 
Group (COD), developing partnerships with other organizations, providers, and 
associations within Tennessee has taken place. One significant outcome of this effort has 
been the creation of a COD Collaborative which consists of founding members of 
TAMHO, National Alliance on Mental Illness Tennessee, Tennessee Association of 
Alcohol, Drug and Other Addictions Services, Tennessee Coalition for Mental Health 
and Substance Abuse Services, Tennessee Voices for Children, and the Tennessee 
Department of Mental Health. The collaborative has produced a united effort to advocate 
for, and educate citizens in Tennessee about COD, development of policy 
recommendations to the Collaborative Membership and to government agencies at the 
State (Tennessee) and Federal level. 

Dr. Jessee was instrumental in developing the State of Tennessee's first Student 
Assistance Program. The program is still in existence in Kingsport, Tenn., schools. He is 
credited with the first merger of a freestanding alcohol and drug treatment center and a 
community mental health center, creating Holston Alcohol and Drug in 1989. He was an 
early proponent and advocate for the treatment of co-occurring substance use and mental 
illness diagnoses and opened Frontier Health's Magnolia Ridge, a pioneer alcohol and 
drug treatment facility that addresses co-occurring mental illness diagnoses. Magnolia 
Ridge now has 7 detoxification beds for men and women, and 12 beds for men's 
specialized treatment. The recently opened Willow Ridge is a specialized women's 
treatment facility with 12 beds. Dr. Jessee also served as administrator of Woodridge 
Psychiatric Hospital. 

Dr. Jessee received his Ph.D., in Human Development and Family Studies with a 
Developmental and Clinical Psychology emphasis at Pennsylvania State University. He is 
a Licensed Professional Counselor Mental Health Service Provider and a Licensed 
Alcohol and Drug Counselor (license retired). He also has Master's and Bachelor's 
degrees in Educational Psychology from the University of Tennessee. 
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I 

From: 

Sent: 
To: 

Subject: 

McDevitt, Kasey N 

Tuesday, June 17, 2014 4:35 PM 

Wyse, Debbie L 
RE: Woodridge Data to Oppose CON 

Hi Debbie, 

In talking with Shane, he does want to include the Grant $$ revenue (as indicated in the most recent JAR) in the financial 

analysis for the scenario without SBH and for the 50/50 scenario. I am thinking we can just take that $2.3 million number 

from the 2013 JAR and add it in as other revenue and show what the net income would be in both scenarios. Similar to 

the below? Not sure if this is exactly how you would do it but I think we can keep it fairly simple. 

Our final call with the internal group before the hearing is actually on Thursday at noon so it would be helpful if we could 

be able to nail this down prior to that call. 

I Security Warning' • -Cafes wrinetfiarb diiabted i Enable Content: 

.21 - & 

A Z. ( : • • ' . . r • .( . . .. u . . h""'' • i . 

yjmountain States 

MHIAIXH Ailianci 

Woodridge before SBH 

Woodridge Psychiatric Hospital 

FY 13 FY14 Proj FY15 ProJ FY16 Pro) 

07 :Cases 

ili Met Pevenye 

3,822 3,936 ( 3SS2 

j 10.232,671 j. 17563,480 f 1,374,534j 

Qt>ner3evenye (Grant fur.csng} j 2 303,230 2,303 /90 : 2 303 290 

? Drrect Costs } S.093.S73 7 215 424 ' 7435 752 j 

"'contrisbjllon Margin ; ( 1.138.398 4.237.057 ( 4239 132 

Fixed Costs ' j 4.909.253 5.691.558 6.621.558 

Net income j |iAS7 j7l|: (191,212) 

3512 

11 433.3.37 

2.303 29.0 

7 172 421 

4263:915 

6.691.559 

(127,3531 

15 Woodridge 50/50 Scenario FY13 FY14 Proj FY 15 Proj FV16 Proj 

(Cases 

(Nel Rev ensue; 

(Other Revenue: C.Grant Fasdlngf 

wmlDirect costs. 

rdrsb.ytlsn Margin 

flxec Costs 

:(Net Income 

3,822 

"0.232.571 

2.303290 ; 

8.093,673 ; 

955,752 

4,999259 

(1,467,071) 

3,936 

11,503.480 

2,303.2.90 ( 

7:216(424 ( 

4 094.406 

5 691,559 

(101,212)1 

3,530 

9 873.168 

2,393,230 

6,407 ..684 

3,305.633' 

5631 559 

(922,793), 

3,260 

8.481. m 

2 303.290 

5 741,4:09 

2 .609 067 

6 691.559 

Highly Confidential MSHA-0000 69 

SBH-KINGSPORT 002732



Thanks, 

Kasey 

Jiaaeif. JV. MdDcuitt 

Kasey N. McDevitt 

Corporate Director, Strategic Planning 

Mountain States Health Alliance 

303 Med Tech Parkway, Suite 330 

Johnson City, TN 37604 

423.302.3472 

From: McDevitt, Kasey N 
Sent: Tuesday, June 17, 2014 1:14 PM 
To: Wyse, Debbie L 
Subject: RE: Woodridge Data to Oppose CON 

I know! I apologize but he just requested this addition this morning. Shane is the one who will have to speak to the 

financials at the hearing so I would follow-up with him on what exactly he wants. I talk to him this afternoon about some 

of this stuff...but I would think Friday should be fine! I will let you know after I talk with him. 

Thanks, 

Kasey 

From: Wyse, Debbie L 
Sent: Tuesday, June 17, 2014 12:02 PM 
To: McDevitt, Kasey N 
Subject: RE: Woodridge Data to Oppose CON 

KASEY!!!! What is the absolute latest that I can get this to you? I have several things going on right 
now that I am trying to get done by tomorrow or Thursday. I feel like I can easily get this done by 
Friday. Please let me know if you need it sooner. I will have to rearrange and prioritize. 

2 

Highly Confidential MSHA-000070 

SBH-KINGSPORT 002733



From: Wyse, Debbie L 
Sent: Thursday, May 22, 2014 7:30 PM 
To: McDevitt, Kasey N 
Cc: Hilton, Shane; Malcolm, Dru; Bailey, Marlene 
Subject: RE: Woodridge Data to Oppose CON 

Kasey 
Attached are the files for the financial impact analysis and the Charity $$. Please let me know if you 
have any questions. Thanks!! 

From: McDevitt, Kasey N 
Sent: Thursday, April 17, 2014 4:06 PM 
To: Wyse, Debbie L 
Subject: RE: Woodridge Data to Oppose CON 

Thanks so much, Debbie! 

3 
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Just passing along the message....we just found out that the CON hearing for next week has now been delayed to June. 

Looking forward to seeing the analysis you have been working on so we can incorporate into the opposition but didn't 

want you to stay late to complete it tonight! 

Thanks, 

Kasey 

Jloietf JV. McZDeuitt 

Kasey N. McDevitt 

Corporate Director, Strategic Planning 

Mountain States Health Alliance 

303 Med Tech Parkway, Suite 330 

Johnson City, TN 37604 

423.302.3472 

From: Wyse, Debbie L 
Sent: Thursday, April 17, 2014 8:26 AM 
To: Hilton, Shane; McDevitt, Kasey N 
Subject: RE: Woodridge Data to Oppose CON 

I will revise the report and send back out to you both. 

Thank you! 
Debbie 

From: Hilton, Shane 
Sent: Thursday, April 17, 2014 7:51 AM 
To: McDevitt, Kasey N; Wyse, Debbie L 
Subject: RE: Woodridge Data to Oppose CON 

From my perspective,e I would assume we would still have the indirect expenses and would show the financial impact 

with that assumption. 

Shane E Hilton, mba, fhfma 

CFO, Tennessee Operations 

Mountain States Health Alliance 

Phone: 423-302-3467 

From: McDevitt, Kasey N 
Sent: Wednesday, April 16, 2014 6:56 PM 
To: Wyse, Debbie L 
Cc: Hilton, Shane 

Subject: Re: Woodridge Data to Oppose CON 

Hi Debbie, 

Yes, that definitely makes sense. Just wondering if there is a portion that we would want to assume would not vary with 

volume. I'm just concerned the net income difference between the current state vs. the SBH presence will not represent 

4 
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a very convincing impact to the agency. I know our attorney is concerned they would claim that MSHA is in a position to 

absorb the loss we would experience. 

I will connect with you after our call in the morning. 

Thanks, 

Kasey 

Sent from my iPhone 

On Apr 16, 2014, at 5:43 PM, "Wyse, Debbie L" <WyseDL(5>msha.com> wrote: 

Kasey, 
This may help to answer the question related to the Indirect Expense. More than half of 
the indirect expenses are allocated to the facilities based on a variable statistic. If our 
volume decreases, so would a good portion of our indirect expenses. The other 
facilities/departments would pick up a bigger share of the indirect expense. 

WOODRIDGE HOSPITAL 

FY14 JUL-FEB 

OVERHEAD COST CENTERS 

7795 PSYCH CLINICAL SERVICES 

992 EMPLOYEE BENEFITS (MHs) 

40940 ORGANIZATIONAL DEVELOPMENT 

40941 AHA TRAINING CENTER 

40945 PATIENT CENTERED CARE 

7900 ADMINISTRATION (*) 

7916 HUMAN RESOURCES (*) 

7600 NURSING ADMINISTRATION 

40604 CENTRAL STAFFING SERVICES 

40598 INFORMATICS 

7790 PSYCH ADMINISTRATION 

7816 RESPOND 

7861 DIETARY 

7848 PATIENT RESOURCE MANAGEMENT (*) 

940 MALPRACTICE 

40905 REIMBURSEMENT 

40943 BUSINESS DEVELOPMENT 

40944 MANAGED CARE 

40931 VALUE OPTIMIZATION 

40925 ADMINISTRATION -SSU & SSU 1 

40926 ADMINISTRATION-SSU & SSU 2 

7948 MARKETING AND PUBLIC RELATIONS (*) 

40906 BUSINESS OFFICE 

7912 MEDICAL RECORDS (*) 

7915 CODING (*) 

7913 TRANSCRIPTION (*) 

7908 ADMITTING & REGISTRATION (*) 

40907 PRE-VISIT COORDINATION 

40857 MEDICAL STAFF SERVICES 

40854 CALL CENTER - MDLINK 

7918 EMPLOYEE BENEFITS 

7991 CONTINGENCY (*) 

40953 BUSINESS HEALTH 

40938 LEGAL 

40904 CORPORATE FINANCE 

ALLOCATION STATISTIC 

% of services provided 

man-hours 

man-hours 

man-hours 

man-hours 

man-hours 

man-hours 

man-hours 

man-hours 

man-hours 

man-hours 

man-hours 

patient days 

patient days 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

patient revenue 

salary expense 

total expense 

total expense 

total expense 

total expense 

Highly Confidential MSHA-000073 

SBH-KINGSPORT 002736



40936 CORP AUDIT & COMPLIANCE 

40950 STRATEGIC PLANNING 

40955 FUND DEVELOPMENT 

40942 GOVERNMENT RELATIONS 

7902 ACCOUNTING (*) 

40903 TAX & SPECIAL PROJECTS 

40952 QUALITY INFORMATION MANAGEMENT 

40845 COMMUNITY HEALTH & WELLNESS 

7550 OTHER REVENUE & EXPENSE (*) 

7990 MANAGEMENT ALLOCATION (*) 

7883 IT-ADVANCES APPLICATIONS 

40844 HEART COACH 

7710 CENTRAL SUPPLY 

7934 INFORMATION TECHNOLOGY (*) 

935 INTEREST EXPENSE - MME 

40914 MATERIAL & RESOURCE MANAGEMENT 

7932 PBX & SWITCHBOARD OPERATORS (*) 

40890 PRINT & MAIL 

936 BLDG & AMO DEPRECIATION 

934 INTEREST EXPENSE - BLDG 

7873 FACILITIES & CONSTRUCTION MGMT (*) 

7876 ENVIRONMENTAL SERVICES 

7875 SECURITY 

TOTAL INDIRECTS 

Thank you! 
Debbie 

From: McDevitt, Kasey N 
\ Sent: Wednesday, April 16, 2014 1:45 PM 

To: Hilton, Shane 
Cc: Wyse, Debbie L 
Subject: RE: Woodridge Data to Oppose CON 
Importance: High 

Hi Shane, 

Just wanted to point out my concerns for when you and Debbie discuss the WPH impact analysis. Debbie 

has shown Woodridge net income projected for FY15 and 16 both with and without SBH taking our 

patients. The financial impact of removing those patients is not as dramatic as I would've expected (only 

a difference in net income of $50,000 in year 2/2016). 

At initial glance this afternoon, I was noticing a significant difference in Total Cost between the two 

scenarios of with and without SBH ($3 million difference in FY16). I would expect the direct costs to vary 

with volume but not all of the indirects. In my past, I have used a ratio of fixed vs. variable for indirects 

when developing proformas. Just wondering if we should assume all of the indirects would vary per case 

or if there is a ratio of fixed to variable you would suggest. 

I am more than happy to jump on a call with you guys when you talk if I am available! Just let me know. 

Thanks! 

Kasey 

Jlaaey. JV. McDeititi. 

6 

total expense 

total expense 

total expense 

total expense 

total expense 

total expense 

total expense 

total expense 

total expense 

% of budgeted expenses 

100% to pharmacy 

CVS patient revenue 

exp acct 640300000 

I.S. devices 

MME depreciation expense 

P.O. line count 

phone lines 

printing expense account 

square footage 

square footage 

square footage 

square footage 

square footage 
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Kasey N. McDevitt 

Corporate Director, Strategic Planning 

Mountain States Health Alliance 

303 Med Tech Parkway, Suite 330 

Johnson City, TN 37604 

423.302.3472 

From: Wyse, Debbie L 
Sent: Wednesday, April 16, 2014 12:56 PM 
To: Hilton, Shane 
Cc: McDevitt, Kasey N 
Subject: Woodridge Data to Oppose CON 
Importance: High 

Shane, 
Do you have any time at all today to discuss this (prior to call tomorrow AM)? Kasey 
and I discussed briefly hut wanted you to look at this to see if you saw any issues.... 
The one concern Kasey has relates to the total cost. 

Thank you! 
Debbie Wyse, MBA, CHFP 

Mountain States Health Alliance 

Corporate Finance | Senior Financial Analyst 
Telephone: (423) 302-3354 | Facsimile:(423) 302-3450 | wysedl@msha.com 

Highly Confidential 
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Jh yutsrponlihgedcbaWUPMJHDC

Woodridge Hospital Daily Census by Patient Unit: March through June 2015 ywvutsrponljifedcbaWSPOLIDCBA

Beds Available 

16 16 26 14 12 

# of People 

Date Census Occupancy on Waitlist Cedar Laurel Poplar Spruce Willow 

3/1/2015 71 84.5% 0 0 0 5 0 0 

3/2/2015 74 88.1% 0 2 1 1 0 2 

3/3/2015 78 92.9% 4 2 1 0 0 0 

3/4/2015 77 91.7% 0 2 1 I 1 0 

3/5/2015 71 84.5% 4 0 2 4 2 0 

3/6/2015 75 89.3% 2 1 0 5 1 0 

3/7/2015 70 83.3% 1 0 1 10 0 1 

3/9/2015 81 96.4% 5 0 0 0 1 2 

3/10/2015 77 91.7% 2 0 0 4 0 1 

3/11/2015 78 92.9% 1 1 0 2 0 0 

3/12/2015 82 97.6% 7 0 0 0 1 1 

3/13/2015 82 97.6% 6 0 1 0 0 0 

3/14/2015 81 96.4% 6 0 0 0 0 1 

3/15/2015 80 95.2% 6 0 1 0 1 0 

3/16/2015 81 96.4% 10 0 0 0 0 1 

3/17/2015 74 88.1% 1 0 1 3 1 4 

3/18/2015 75 89.3% 3 0 0 4 0 4 

3/19/2015 70 83.3% 5 1 0 1 4 5 

3/20/2015 79 94.0% 6 1 0 0 0 3 

3/21/2015 79 94.0% 6 0 1 0 0 1 

3/22/2015 80 95.2% 11 0 0 0 0 1 

3/23/2015 81 96.4% 10 0 0 0 0 0 

3/24/2015 78 92.9% 5 3 0 0 1 0 

3/25/2015 73 86.9% 2 2 3 4 0 0 

3/26/2015 78 92.9% 3 0 0 2 0 2 

3/27/2015 80 95.2% 12 0 0 0 0 0 

3/28/2015 79 94.0% 13 0 0 0 0 2 

3/29/2015 80 95.2% 19 0 0 0 0 1 

3/30/2015 82 97.6% 10 0 0 0 0 1 

SBH-KINGSPORT 002739



1 3/31/20151 791 94.0%| 4j 0| 0 1 0 2j 

Beds Available yutsrponlihgedcbaWUPMJHDC
16 16 26 14 12 

# of People 

Date Census Occupancy on Waitlist Cedar Laurel Poplar Spruce Willow 

4/1/2015 76 90.5% 0 1 1 2 1 1 

4/2/2015 64 76.2% 1 7 3 6 1 1 

4/3/2015 63 75.0% 2 0 0 3 1 1 

4/4/2015 70 83.3% 0 3 5 1 1 2 

4/5/2015 76 90.5% 1 2 2 1 0 1 

4/6/2015 69 82.1% 0 0 2 10 0 2 

4/7/2015 74 88.1% 0 0 0 4 0 3 

4/8/2015 65 77.4% 0 1 3 0 2 2 

4/10/2015 78 92.9% 3 0 0 0 1 1 

4/11/2015 77 91.7% 0 0 4 1 0 0 

4/13/2015 81 96.4% 2 0 1 0 0 0 

4/14/2015 78 92.9% 2 0 0 3 1 1 

4/15/2015 81 96.4% 1 0 0 0 0 2 

4/16/2015 80 95.2% 2 0 0 1 0 1 

4/17/2015 79 94.0% 1 0 1 2 0 0 

4/18/2015 76 90.5% 3 2 0 1 3 0 

4/19/2015 79 94.0% 2 0 0 1 2 0 

4/20/2015 79 94.0% 6 0 0 3 0 0 

4/21/2015 74 88.1% 9 0 0 5 1 0 

4/22/2015 82 97.6% 10 0 0 0 1 0 

4/23/2015 80 95.2% 10 0 0 0 1 1 

4/24/2015 80 95.2% 22 0 0 1 1 0 

4/25/2015 81 96.4% 21 0 0 0 1 0 

4/26/2015 82 97.6% 20 0 0 0 0 0 

4/27/2015 82 97.6% 10 0 0 0 0 0 

4/28/2015 77 91.7% 7 1 0 2 1 1 

4/29/2015 77 91.7% 5 0 0 3 0 2 

4/30/2015 75 89.3% 3 0 0 3 1 3 
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Beds Available yutsrponlihgedcbaWUPMJHDC
16 16 26 14 12 

# of People 

Date Census Occupancy on Waitlist Cedar Laurel Poplar Spruce Willow 

5/1/2015 80 95.2% 2 0 0 2 1 1 

5/2/2015 75 89.3% 8 1 0 1 2 1 

5/3/2015 79 94.0% 10 1 0 0 1 1 

5/4/2015 82 97.6% 10 0 0 0 0 0 

5/5/2015 83 98.8% 10 0 0 0 0 0 

5/6/2015 82 97.6% 10 0 0 0 0 1 

5/7/2015 81 96.4% 10 0 0 1 0 1 

5/8/2015 81 96.4% 8 0 0 0 1 0 

5/9/2015 80 95.2% 15 0 0 0 0 2 

5/10/2015 81 96.4% 16 0 0 0 0 1 

5/11/2015 82 97.6% 10 0 0 0 0 1 

5/12/2015 80 95.2% 9 0 0 2 0 0 

5/13/2015 79 94.0% 0 1 0 0 1 1 

5/14/2015 79 94.0% 1 0 0 1 1 2 

5/15/2015 77 91.7% 3 0 0 3 0 2 

5/16/2015 77 91.7% 0 0 1 1 2 0 

5/17/2015 80 95.2% 5 0 0 1 0 1 

5/18/2015 81 96.4% 10 0 0 0 0 1 

5/19/2015 78 92.9% 10 0 0 1 2 2 

5/20/2015 78 92.9% 10 0 0 1 1 3 

5/21/2015 78 92.9% 10 0 0 1 0 3 

5/22/2015 77 91.7% 9 0 0 1 1 3 

5/23/2015 79 94.0% 7 0 0 1 0 2 

5/24/2015 80 95.2% 8 0 0 0 1 1 

5/28/2015 72 85.7% 4 0 1 3 1 4 

5/29/2015 77 91.7% 7 0 0 3 0 0 

5/30/2015 73 86.9% 2 1 1 2 1 4 

5/31/2015 77 91.7% 3 1 0 1 0 3 
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Beds Available yutsrponlihgedcbaWUPMJHDC
16 16 26 14 12 

# of People 

Date Census Occupancy on Waitlist Cedar Laurel Poplar Spruce Willow 

6/2/2015 80 95.2% 10 1 0 0 0 2 

6/3/2015 72 85.7% 3 0 1 6 1 2 

6/4/2015 72 85.7% 3 1 1 4 2 2 

6/5/2015 70 83.3% 0 3 0 1 0 4 

6/7/2015 75 89.3% 3 0 0 0 0 3 

6/8/2015 78 92.9% 9 0 0 4 0 1 

6/9/2015 78 92.9% 9 1 0 2 0 0 

6/10/2015 74 88.1% 10 0 0 5 0 2 

6/11/2015 81 96.4% 10 0 0 0 0 0 

6/12/2015 76 90.5% 6 1 0 ' 2 1 0 

6/14/2015 80 95.2% 7 0 0 0 0 0 

6/15/2015 81 96.4% 10 0 0 0 0 0 

6/16/2015 80 95.2% 10 0 0 0 0 0 

6/17/2015 77 91.7% 7 0 0 2 0 1 

6/18/2015 74 88.1% 3 0 0 5 0 1 

6/19/2015 79 94.0% 6 0 0 0 0 

6/20/2015 78 92.9% 2 1 0 1 0 1 

6/21/2015 78 92.9% 4 0 0 1 0 1 

6/22/2015 80 95.2% 6 0 0 0 0 1 

6/23/2015 77 91.7% 6 0 0 0 0 

6/24/2015 79 94.0% 10 0 0 1 0 1 

6/25/2015 78 92.9% 10 0 0 0 0 1 

6/26/2015 79 94.0% 12 0 0 1 1 0 

6/27/2015 76 90.5% 11 0 0 2 2 1 

6/28/2015 79 94.0% 8 0 0 0 1 0 

6/29/2015 78 92.9% 10 0 0 2 0 0 

6/30/2015 76 90.5% 6 0 0 0 0 3 urohecSOMJHA

Source: MSHAOO1957-001989, MSHA 001990-002021, MSHA 002022-002050, MSHA 002051-002078 
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Adult Deferrals from January 2015 - May 2015 by County 
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Adult Deferrals from January 2015 - IVlay 2015 by County 

Counties 

The Others include the following counties which had one deferral each during the time frame January 2015 thru 
May 31, 2015. The counties are: Jefferson, Anderson, Wythe, ¥A, Hamblen, Claiborne, Unicoi, Washington, VA 
Roane, Madison, Maury, Monroe, and Marshall 
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Reasons for Deferrals from January 2015 - IVlay 2015 
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Reasons for Deferrals from January 2015 - May 2015 
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